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NEW EDITIONS 


of Standard Works Among 
the Appleton Publications which 
Have Been Completely Re- 
vised and Brought Up-to-Date 


The New Things in the New Editions 


OSLER’S PRINCIPLES AND PRACTICE OF MEDICINE 


A revision has been made of the 8th edition with extensive corrections and insertions incorporating the recent ad- 
vances of medical knowledge in the infectious diseases, typhoid and para-typhoid fevers, pneumonic and pneumococcic 
infections, cerebrospinal fever and anterior poliomyelitis; in pellagra; in diabetes mellitus and in syphilis. Changes have 
also been made in the sections on whooping-cough, tetanus, amebic dysentery, gout, cancer of the stomach, pernicious 
anemia, tabes dorsalis and arthritis de formans. 


HOLT’S DISEASES OF INFANCY AND CHILDHOOD 


For this 7th edition of Holt the old book has been completely revised with the addition of sixteen new chapters, the 
most important of which are those on acidosis, neuropathic and exudative diathesis, cardiac arrythmia, acute lymphatic 
leukemia, Banti’s disease, osteogenesis imperfecta, Still’s disease, syphilis of the nervous system, pellagra, epidemic 
catarrh, duodenal ulcer, and idiosyncrasies to foodstuffs. More than twenty chapters have been entirely rewritten with 
the addition of new illustrations, 


HISS AND ZINSSER’S TEXT-BOOK OF BACTERIOLOGY 


The practical development of bacteriology has gone ahead with such strides within the last few years that a new 
edition of this book became indispensable for the use of students and laboratory workers. The sections on culture 
media, immunity, the summary of facts and problems, micro-organisms, especially the pneumococcus and gonococcus, 
treponema pallidum, Mills and Plot’s work on typhus, have been thoroughly revised to include the latest data on these 


subjects. 
ROSENAU’S PREVENTIVE MEDICINE 


The rapid increase in our knowledge of hygiene and sanitation has necessitated a complete resetting of this popular 
work. The chapters on leprosy, mushroom poisoning, beriberi, pellagra, carbon monoxid, chlorinated lime, vital statis- 
tics, disinfections, quinin prophylaxis for malaria and the mental diseases have been rewritten and the following sub- 
jects added: prevalence of venereal diseases, chancroid, the Schick reaction, the Bang method of suppressing binies 
tuberculosis, emetin, military hygiene, and about twenty other subjects of importance in preventive medicine. 


Two New Books Which Have Become Popular With Physicians 


APPLETON’S MEDICAL DICTIONARY 
Jordan-Ferguson’s Normal Histology and Microscopical Anatomy 


Simply Send Us this Coupon for Further Information (So.-9-16) 
On Any of These Books. 


D. APPLETON & CO., Publishers, 35 W. 32nd St. N. Y. City 
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ee | St. Elizabeth’s Hospital 
617 West Grace St., Richmond, Va. 


A thoroughly equipped and modern private hospital for surgical and 
gynecological patients. Absolutely fire-proof—a desirable requirement 
in any building, but a necessity in a surgical hospital. Ventilation per- 
fect—due to general design of architect who is an authority on ventila- 
tion, and also to the patent Austral windows, which direct the air cur- 
rent towards the ceiling and not on the patient. {Only graduate nurses 
are employed. {All modern conveniences, such as silent electric light 
signals for patients, vacuum cleaners built in the wall and long dis- 
tance telephone connection in every bed room. {Two large and com- 
plete operating roome with northern light are on the top floor, where 
they are practically free from dust. The hospital is open the entire 
year. No wards, only single or double rooms, with or without private 
bath. Rates $2.50 per day and up. §A gaa number of graduate 
nurses received for post-graduate instructi 

Superintendent, MISS JOSEPHINE McLEOD, A.B., Graduate Nurse 
of Johns Hopkins Hospital. 

J. SHELTON HORSLEY, M.D., Surgeon-in-Charge. 


Albuquerque Sanatorium 
FOR TUBERCULOSIS 


Albuquerque, - - New Mexico 


Altitude 5,100 Feet. Rates Moderate. No Extras. Climatic Conditions 
Unsurpassed 


A private sanatorium where the closest personal attention is given 
each patient. Complete laboratory and 7.-Ray equipment for diagnos- 
tic purposes. Compression of the lung and sun-bath treatment after 
the method of Rollier. Steam heat, hot and cold water, electric lights, 
call bells, local and long-distance telephones and private porches for 
each room. Bungalows, if desired. 

Situated but 1% miles from Albuquerque, the largest city and best 
market of New Mexico, permits of excellent meals and service at a 
moderate price. Write for Booklet B. 


A. G. Shortle, M.D.—Associate Physicians—L. S. Peters, M.D. 


A. THRUSTON 


CURRAN POPE 


MODERN up to date private infirmary equipped with steam heat, electric light, electric 
A fans, modern plumbing and new furnishings. Solicits chronic cases, functional and or- 
ganic nervous diseases, diseases of the stomach and intestines, rheumatism, gout and 
uric acid troubles, drug habits and non-surgical diseases of men and women. No insanity or 
infectious cases treated. Bed-ridden cases not received without previous arrangement. 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, High Frequency, Arc Light and X-Ray 
Treatments given by competent Physicians and Nurses under the immediate supervision of the Medical 
Superintendent. Special laboratory facilities for diagnosis by urine, blood, sputum, gastric juice and 
X=Ray. Recreation hall with pool and billiards for free use of patients. 
Rates $25 per week, including treatment, board, medical attention and general nursing. Send 
for large illustrated catalog. The Sanatorium is supplied daily, from the Pope Farm, with veg- 
etables, poultry and eggs; also milk, cream, butter and buttermilk from its herd of registered 


Jerseys. 
THE POPE SANATORIUM 


Long Distance Phones Incorporated LOUISVILLE, KENTUCKY 
CUMB. M. 2122 HOME 2122 Established 1890 115 West Chestnut St., 
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Chestnut Lodge 
Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohio Railroad and 
Electric Line from Washington. 


This Sanitarium under experienced management offers 
superior advantages for the treatment of patients suf- 
fering from Nervous and mild Mental Diseases, and for 
elderly persons needing skilled care and nursing; com- 
bining the equipment of a modern Phycopathic Hos- 
de with the appointments of a refined home. The 

ydrotherapy ————— is complete in every detail 
including the Nauheim Baths for Arteriosclerosis, 
Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 


Th D e l {1 FOR SURGICAL 

AND GYNECOLOGI- 

Cc AVIS Nn Ifmar CAL CASES and Hos- 

—} pital Training School 
J. D. S. DAVIS, M.D. BIRMINGHAM, ALA. for Nurses. 


SOUTH MISSISSIPPI INFIRMARY 


Organized 1901 Hattiesburg, Miss. 
W. W. CRAWFORD, M. D., Surgeon-in-chief 


SURGICAL AND MEDICAL 


The Hendricks Sanitorium, Texas 


THE MOST MODERN SANATORIUM 
FOR THE TREATMENT OF TUBERCULOSIS 


Physicians of the South and Southwest are Urged to Investigate 
All Rooms connect with Private Bath--All Rooms have Private Sleeping Porches 
Fireproof Construction 
NO BETTER CLIMATE—WINTER OR SUMMER 


R. D. HARVEY Cc. M. HENDRICKS, 
President Medical Director 


Patronize our advertisers—mention the Journal when you write them 


a 
; 6. 2 


4 SOUTHERN MEDICAL JOURNAL 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 
For Nervous and Mental Diseases, Drug and Alcohol Addictions and Ner- 


‘vous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved di- 
agnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each with sep- 
arate lawns, each featuring a small separate sanitarium, affording wholesome restfulness 
and recreation, in doors and out doors, tactful nursing and homelike comforts. Bath rooms 
en suite, 100 rooms, large galleries, modern equipments, 15 acres, 350 shade trees, cement 
walks, playgrounds. Surrounded by beautiful park, Government Post grounds and Coune 
try Club. 
G. H. MOODY, M.D., Supt. T. L. MOODY, M.D., Res. Physician, J. A. McINTOSH, Res. Physician. 


DR. BRAWNER’S SANITARIUM, ATLANTA, GA. 


FOR NERVOUS AND MENTAL DISEASES, GENERAL INVALIDISM AND DRUG ADDICTIONS 


Woman’s Building A Cottage Main Building Playing Croquet, 

The sanitarium is located on the Marietta trolley line, 10 miles from center of city, near a beautiful suburb, Smyrna. Grounds consist of 80 
acres. Buildings are steam heated, electrically lighted, and many rooms have private baths. Patients have many recreations. such as tennis, 
pen _ and automobiling. Reference: The Medical Profession of Atlanta. Address DR. JAS. N. BRAWNER, 701-2 Grant Bids., 

anta, Ga. 


Radford, Virginia 


The Hydrotherapy Department is complete in every de- 
tail. Continuous, Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, Mas- 
sage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sanatorium 
for the diagnosis and treatment of chronic medical, nerv- 
ous, and mild mental disorders. It is situated 2,000 feet 
above sea level in the famous blue est region of Vir- 
ginia. There are two large Colonial brick buildings con- 
nected by a sun parlor 105 feet long. Rooms single or en 
suite, with or without private baths.’ Accommodations for 
fifty patients. Modern and approved methods used in 
every department. The nurses are specially trained to 
care for nervous patients. 

For details write for descriptive pamphlet. 
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APPALACHIAN HAL 
DR. BERNARD R. SMITH AN INSTITUTION FOR ADVISORY BOARD 


C. 
Physician in Charge 


Diss V. B Lively THE TREATMENT OF Dr. C. V. Reynolds, Dr. C. L. Minor 
Supt. of Nurses NERVO US DISEASES Dr. M. H. Fletcher, Dr. W. L. Dunn 


Situated at an altitude of 2500 ft. in the heart of the Blue Ridge Mountains of Western North Carolina. 
Superb lawn and 25 acres of beautifully wooded grounds. 


For information address DR. BERNARD R. SMITH, ASHEVILLE, N. C. 


DR. J. F. YARBROUGH’S SANATORIUM 
COLUMBIA, ALABAMA 
For the Special Treatment of PELLAGRA, ll DISEASE” 


AND INDIGESTIO 
AINED NURSES 


STAFF 
M. S. DAVIE, M.D., Dothan, Ala. ROSS MOOTY, B.S., M.D., Columbia, Ala. 
ALFRED SMITH FRASIER, F.A.C.S., HENRY GREEN, M.D., Dothan, Ala. 
Dothan, Ala. Pres’t Alabama State Medical Ass’n 


DR. MARY E. LAPHAM DR. STURTEVANT MACPHERSON, Resident Physician 


Highlands Camp Sanatorium 
HIGHLANDS, N. C. 


Steam heat, electric lights 
and cal] bells and all other 
modern conveniences. Com- 
plete X-Ray equipment. The 
latest approved methods of 
Europe and America used. 

Daily auto livery service 
between Highlands and 
Seneca and Walhalla, 8. C. 
WINTER CLIMATE IDEAL 


A fully equipped private 
institution for the treatment 
of diseases of the lungs and 
throat situated amid beauti- 
ful surroundings the 
mountains of Western North ff 
Carolina at an altitude of 
3850 feet (greatest altitude | 
of any town east of the jf 
Rocky Mountains). i 


SYMPTOMATIC 
ARTIFICIAL PNEUMOTHORAX 
FOOD—The very best the market affords. i 
For Booklet Write —This was the first Sanatorium in 
NURSING—Head nurse, two trained 
nurses, one special nurse for diet cooking. he United States to adopt the com- 
ALTITUDE AND CLIMATE—3,850 feet Frank 1] Coburn pression of the lung by artificial 
above sea level. This height, together with . : 
the southern latitude, produces an ideal Pneumothorax. We have been using 
pulmonary troubles. nereases resistance ; i 
through the Hise of blood pressure, number pe Manager this method for over six years 
ood cells and per cent. of hemoglobin— : 
is singularly bracing and strengthening—a with marked success. 
strong tonic to digestion. 
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THE MILWAUKEE SANITARIUM 


WISCONSIN, For Mental and Nervous Diseases ESTABLISHED 


Located at Wauwatosa (a suburb 
of Milwaukee) on C.M.&St.P. 
» 2.5 hours from Chicago. 15 
minutes from Milwaukee,5 min- 
utes from all cars. Two lines 
street cars. Complete facilities 
and equipment as _ heretofore 
announced. {New Psychopathic 
Hospital; continuous baths, 
fire-proof building, separate 
{New West House; 
ms en suite with private 
baths. {New Gym nasium and 


culture, new a ms- Entrance West House Uffice and Bath House Psychopathic Hospital 


chines, shower baths. 
Bath house; hydrotherapy, “alectcthavens, mechanothera: omer. {Thirty a peauturus hill, forest and lawn. Five gor Individualized 
treatment. RICHARD DEWEY, A.M.. M.D. UGENE CHANEY, M.D. J. E. ROBINSON, M.D 


CHICAGO OFFICE: Marshall Fleld Annex Bullding, 25 East Washington St. Wednesdays 1 to 3, except July and ‘August. 
Descriptive Booklet will be sent upon application. 


Arlington Heights Sanitarium 
P. O. Box 978, F ort Worth, Texas. 


For Nervous Diseases, Selected 
Cases of Mental Diseases, 
Drug and Alcohol Addictions, 

(Incorporated under Laws of Texas) 

WILMER L. ALLISON, M.D., 


Resident Physician 
JAMES D. BOZEMAN, M.D., 

Physician 
BRUCE ALLISON, 

Resident Physician 


JOHN S. TURNER, M.D 
Consulting Physician 


The Meriwether Hospital’‘and Training 


School for Nurses, Inc. 
ASHEVILLE, N. C. 


Since the death of Dr. F. T. Meriwether, his mag- 
nificent institution has been converted into a gen- 
eral hospital, receiving Surgical, and 
Medical cases. The staff as selected by t 
agement is as follows: 

MEDICAL—Dr. C. P. Ambler, Dean; Dr. M. L. 

Stevens, Dr. C. = Cotton. 
B. Sie, Vice-Dean; Dr. 

. Webb Griffith: r. A. F. Reeves. 

EAR, AND THROAT—Dr. E. R. Rus- 

sell, Dr. J. B. Green, haga ve Buckner. 
NEURO LoGy_Dr. B. 
GASTROENTEROLOGY Calloway. 
DERMATOLOGY—Dr. W. C. cine 
PEDIATRICS—Dr. L. W. Elias. 
G. U. AND DISEASES OF THE RECTUM—Dr. 

P. Terry. 

ANESTHETIST AND HOUSE PHYSICIAN—Dr. 

W. J. Hunnicut. 


ALL COMMUNICATIONS SHOULD BE ADDRESSED TO 
MISS FLORENCE PITTS, Supt., or DR. B. M. MERIWETHER, Bus. Mgr. 


24 Grove Street, Ashev ille, North Carolina 
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LYNNHURST SANITARIUM 


For Nervous Diseases, Mild Mental Disorders; an Improved Treatment for 
Opium-Morphin Addiction, which Eliminates Suffering and Craving 


burbs of Memphis, on 22 
acres of beautiful wood- 
land and ornamental 
shrubbery. Modern and 
approved methods in 
construction and equip- 
ment. Thorough ven- 
tilation, sanitary plumb- 
ing, low pressure steam 
heat, electric light and 
fire protection. Pure 
water, experienced 
nurses. 


New Buildings Completed in March, 1915. 


Special facilities for giving hydrotherapy, electrotherapy, 
massage, physical culture and rest treatment 


S. T. RUCKER, M. D., Office, Goodwyn Institute MEMPHIS, TENN. 


THE POTTENGER SANATORIUM 


MONROVIA, CALIFORNIA A thoroughly equipped institution 


for the scientific treatment of tuber- 
culosis. High class accommodations. 
Ideal ali-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery, Forty-five min- 
utes from Los Angeles, F. M. Pot- 
tenger, A.M., M.D., LL.D., Medical 
Director. J. E. Pottenger, A.B., M.D. 
Assistant Medical Director and Chiet 
of Laboratory. George H. Evans, 
M.D., San Francisco, Medical Con- 
sultant. For particulars address: 


POTTENGER SANATORIUM, 
Monrovia, California. 
Los Angeles Office: 1100-1101 Title Ins. 
Bldg., Fifth and Spring Streets. 


WAUKESHA SPRINGS SANITARIUM 


For the Care and Treatment of 


NERVOUS 
DISEASES 


Building Absolutely Fireproot 
BYRON M. CAPLES, M.D., Supt. 
Waukesha, Wis. 
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City View 
Sanitarium 


CESTABLISHED 1977) 

W. STEVENS, M.D., Physician-in-charge 
Telephone Main 2928 

Rural Route No. 1. Nashville, Tennessee 


JOHN 


For the Treatment of MENTAL and NER- 
VOUS DISEASES and the ADDICTIONS. 


New fifty Room Department completed January, 
1915. Now have two new buildings. One for each 
sex. A thoroughly modern and fully equipped pri- 
vate hospital, operating under state license. Large 
commodious buildings offering accommodations 
to meet the desires of the most exacting. Situated 
out of town in a quiet, secluded place. Large 
shady grounds. Specially trained nurses. Two 
resident physicians. Capacity 65. References: 
Medical Profession of Nashville. 


VON ORMY COTTAGE SANITARIUM 


For the Treatment of Tuberculosis 
VON ORMY, TEXAS. 


I. S. KAHN, A.B., M.D., Medical Director : 
W. R. GASTON, Business Manager 
F. C. COOL, Assistant Manager 

An institution designed for the proper care of tubercu- 
lar patients at moderate rates. 

Splendid all year ’round climate. 

Beautifully located on the Medina River near San An- 
tonio. Our own dairy and egg supply. 

Tuberculin, autogenous vaccines and artificial pneumo- 
thorax used where indicated. 

Hopeless last stage cases not admitted. 

Rates: $15.00 and $18.00 per week. 


Write for booklet. 


For the Treatment of GOITER and Di 
LEIGH F. WATSON, M. D., 


OFFICE: 419 COLCORD BUILDI 


Dr. Watson's Sanitarium 


OKLAHOMA CITY, OKLA. 


seases of the Glands of Internal Secretion 


Medical Director 
NG 


MARY K. PALMER, R. N., Superintendent 
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The Tucker Sanatorium, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGIN 


>| This is the Private aca of Dr. Seventy R. Tucker 

The Tucker Sanatorium is for the treatment of nervous 
diseases. Insane and acute alcoholic cases are not taken. 
The Sanatorium is large and bright, surrounded by a 
lawn and shady walks and large verandas. It is situated 
in the best part of Richmond and is thoroughly and mod- 
ernly equipped. There are departments for massage, 
medicinal exercises, hydrotherapy, occupation and elec- 
tricity. The nurses are especially trained in the care of 
nervous cases. 


Dr. Morse’s Sanatorium for Tuberculosis 


HENDERSONVILLE, NORTH CAROLINA. 

Twenty miles south of Asheville, on the main line of the 
Southern Railway between Cincinnati and Charleston. Prob- 
ably the finest all-year-round climate in America. Large num- 
ber of days of sunshine. Altitude 2300 feet above sea level. 
Stimulating air. Mountain scenery of great beauty. In the very 
center of the “LAND OF THE SKY.” The sanatorium is espe- 
cially adapted to the treatment of the tuberculous. Private 
sleeping-out piazzas for every patient. All modern conven- 
iences and good service. Every health-giving condition is 
supplied. Eighteen acres of natural parkland surround the 
sanatorium—a scientific institution amid ideal conditions. Phy- 
sician lives in the sanatorium. Rates $17.50 to .00 per 
week. Booklet on application. 


DR. MORSE’S SANATORIUM, Box 395, Hendersonville,N. C. 


Dr. Sprague’s 
Sanatorium 


for nervous and mild mental diseases, 
liquor and drug addictions. Twenty- 
five years experience in treating these 
cases. Especially trained nurses. 
Hydrotherapy, Electricity, Vibration, 
Massage. A psychopathic hospital for 
acute cases, combined with comfort- 
able home for quiet patients unable to 
live in private families. For the latter 
cases, low rates are made for extended 
Lexington, Kentucky periods. 81 acres. New buildings. 
Beautifully wooded grounds. Resi- 
dent musicians. In and out door games. 


Address, 


GEO. P. SPRAGUE, M.D., 
Lexington, Ky. 
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GLOCKNER SANATORIUM Springs, covo. 


CLIMATE 
CARE 
COMFORTS 


For 
Pulminary 
Cases 
FOUNDED IN 1889 SOUTH FRONT 


A $300,000 Sanatorium with surgical annex, modern buildings and equipment. Located amid scenic grandeurs. For 25 years success- 
fully engaged in caring for the health-seeker. Rates $15 to $35 per week. Write for catalog, mentioning this Journal. 


DR. BARNES’ SANITARIUM| |DOWNEY HOSPITAL 


two-story building with roof 
garden, equipped with steam 
heat, electric lights, electric 
signal system and new furn- 
ishings. All rooms outside, 
with or without private bath; 
hot and cold water in each. 


STAMFORD, CONN. 


FOR MENTAL AND NERVOUS DISEASES 
and GENERAL INDIVIDUALISM. 


Splendid location overlooking Long Island Sound 
and City. Facilities for care and treatment un- 
surpassed. Separate department for cases of 
inebriety. 50 minutes from New York City. 
For terms and information apply to 


ering 
Gynecological, Obstetrical, 
Abdominal and General Sur- 


gical conditions. Limited number of medical cases accepted. No 
F. H. BARNES, M.D. | contagious, alcoholic or mental cases admitted. Trained gradu- 
ate nurses and excellent training school. For further information, 


STAMFORD, CONN. Long Distance Telephone 1867 address DOWNEY HOSPITAL, Gainesville, Ga. 


CINCINNATI SANITARIUM 


FOR MENTAL AND NERVOUS DISEASES 
A strictly modern hospital fully equipped for the scientific treatment of all nervous and 
mental affections. Situation retired and accessible. For details write for descriptive pamphlet. 


F. W. Langdon, M.D., Medical Director 
B. A. Williams, M.D., Resident Physician 
Emerson A. North, M.D., Resident Physician 


H. P. Collins, Business Manager, Box No. 4, 
College Hill, Cincinnati, Ohio. 
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THE CHESTON KING SANITARIUM 


SUCCESSOR TO HOWELL PARK SANITARIUM 
PEACHTREE ROAD, ATLANTA, GA., R. F. D. No. 4. 


7 For the treatment of 


Nervous and Mental Diseases 


Alcohol and Drug Addictions 


The South’s most beautiful Sanita- 
rium, completed August, 1914, on acre- 
age of Peachtree Road, twenty min- 
utes drive from Atlanta, and situated 
between the Capital City County Club 
and Greater Oglethorpe University. 
The buildings are of concrete, pressed brick 
and tile room, all rooms are outside, with a 
purpose single to light and ventilation. Com- 
plete system of baths. The water supply is 
from an artesian well. 

There is installed in all the buildings 
vapor heat and the indirect lighting system. 
All of the latest approved treatments are 
used. Patients admitted to our Sanitarium, 
can have all the rest and exercise indicated 


and yet will not come in contact with any objectionable case. A physician is in constant attendance. 
Mail Address: 


THE CHESTON KING SANITARIUM 
ATLANTA, GA., R. F. D. No. 4. 


The Watauga Sanitarium, Ridgetop, Tenn. 


In the Foothills of Tennessee’s Beautiful and Picturesque Mountains 


STAFF: For Tuberculosis in All Forms 
sien Bacterlloglt-in-Chlet Location ideal, elevation about 1,000 feet, buildings modern hot and , 
8 Fe cold running water, lighted with gas, perfect sewerage, excellent water 
a6. Fauna supply. The Sanitarium operates it own dairy and truck farms. Equip- 
ae AGE, aad Threat | ment includes our own steam laundry, and is in every way up to now. 
DR. Tuberculins and Vaccines Administered in suitable cases. Hydrotherapy 
oR. modified after the method of Rollier. Rates very reasonable. Address 
mag ce THE WATAUGA SANITARIUM, Ridgetop, Tenn. 


or Mr. James A. Yowell, Mr. Joe E. Yowell, Sec.-Treas., 623 Stahlman Bldg., Nashville, Tenn. 


NEW MEXICO COTTAGE SANATORIUM 


E. S. BULLOCK, M.D. WAYNE MacVEAGH 
Physician-in-Chief WILSON, Manager 


For the treatment of 


TUBERCULOSIS 


No region in the world equals the high altitude sec- 
tion of the southwestern portion of the United States 
for the treatment of tuberculosis. And of all the cities 
and towns in this section, SILVER CITY stands pre- 
eminent as a health resort. 

Wonderful all-year-round climate. Moderate winters. 
Cool summers. Over three hundred days of sunshine 
each year. Hemorrhages rare. Night sweats unknown. 

Splendidly equipped institution. Tuberculin in se- 
lected cases. Artificial pneumothorax. Heliotherapy. 
X-ray. Rates for Ambulant Patients from $20.00 to 
$32.50 per week. No extras. 

Write for Descriptive Booklet C. Silver City, New Mexico 
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FOR SURGICAL AND 


HoLME S SANATORIUM GYNECOLOGICAL 


CORNER FOURTH AVENUE AND EAST FIRST STREET CASES. 
ROME, GEORGIA Chartered Training School 
J. B.S. HOLMES, M.D., Surgeon-in-Chief. for Nurses. 


OXFORD RETREAT 
OXFORD, OHIO 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 


FOR MEN AND WOMEN 


96 Acres Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C. H. & D. 

R. R. 10 Trains Daily 


THE PINES 


An Annex for Nervous Women 


Write for Descriptive Circular 
R. HARVEY COOK, D.. Physician-in-chief 


Richmend Va. 


LUKES 


Dersonally conducted by Dr.Stuart MGuire 


for the Accommodation of his Surgical Patients. 
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PETTEY & WALLACE 


OF 
958 S. Fifth Street SANITARIUM Drug Addiction, Alcoholism, 


Mental and Nervous Diseases 


A quiet, home-like, 
institution. Licensed. 

accommodations. 

Resident physician and trained 
nurses. 

Dru tients tre treated by Dr. 
Pettey’ original m ethod under his 
personal supervision. 

Detached building for mental 
patients. 


The Cipes Sanatorium for Pulmonary and Laryngeal Tuberculosis, Albuquerque, New Mexico 


A thoroughly equipped 
institution for the scien- 
tific treatment of tuber- 
culosis. Bungalows with 
individual screened 
porches, hot and cold 
running water bath and 
toilet in each cottage, 
electric lights, call bells, 
etc. Ideal location. 
Rates: $20.00 to $25.00 
per week. No extras. 
Write for booklet 


JOSEPH S. CIPES, M.D. 
Medical Director 


HEALTH RESORT WISCONSIN 


For Nervous and Mild Mental Diseases and Addiction Cases 


Five minutes walk from Interurban between Oconomowoc and Milwaukee 

On main line C. M.& St. P. Ry. 30 miles west of Milwaukee. 

Built and equipped to supply the demand of the neurasthenic, bor- 
der-line and undisturbed mental case, for a high-class home free from 
contact with the palpably insane, and devoid of the institutional at- 
mosphere. 

Forty-one acres of natural park in the heart of the famous Wiscon- 
sin Lake Resort region. Rural environment, yet readily accessible. A 
beautiful country in which to convalesce. 

e new building has been designed to encompass every require- 
ment of modern sanitarium construction, the comfort and welfare of 
the patient having been provided for in every respect. The bath de- 
partment is unusually complete and up-to-date. 

Number of patients limited, assuring the personal attention of the 
resident physician in charge. 


New Building Absolutely Fireproof Arthur W. Rogers, B. L., M. D. Resident Physician in Charge 


KENILWORTH SANITARIUM 


Kenilworth, Illinois 
(Established 1905) 

(C. & N. W. Railway. Six miles North of Chicago.) 

Built and equipped for the treatment of nervous and mental diseases. Ap- 
proved diagnostic and therapeutic methods. 

An adequate night nursing service maintained. Sound proof rooms with 
forced ventilation. Elegant appointments. Bath rooms en suite, steam heating, 
electric lighting, electric elevator. 

RESIDENT MEDICAL STAFF: 


Margaret S. Grant, M.D., Sherman Brown, M.D., Y cl Brown, M.D, 
Chicago Office 59 East Madison Stre 
Telephone Randolph 5794 Hours 11 to . ” by appointment only. 
All correspondence should be. addresee d to 
Kenilworth Sanitarium Kenilworth, 111. 
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Glenwood | DR. LIVINGSTON’S HOSPITAL 


HOT SPRINGS, ARKANSAS 


PARK | Rates $10.00 to $35.00 per week, including room, 
° ° board, general nursing and medical attention. 
Sanitarium | Examination and surgical operations extra. 
in | JOS. J. LIVINGSTON, M.D. 
| Physician and Surgeon in Charee 
| 


NORTH CAROLINA, 


[PRIVATE MATERNITY HOME | 


| 
. W. Ashworth, M. D., Superintendent 

For deserving unfortunate, unmarried 

A strictly ethical institution offering superior advantages for the scien- 
tific treatment of Nervous Diseases, Drug and Alcoholic Addictions. A girls, recommended by their physicians. 
modern building of 30 rooms, well heated and lighted and fully Quiet, ———- exclusive, protective, strictly 
equipped pot and date an be. avo ethical. Good home for infants provided if de- 

rming location in q suburb, where all publicity can avo’ 
Patients given Ori of the ‘Twilight sired. Rates Reasonable. Correspondence and 
Sleep’’ treatment for drug addiction. Gradual reduction method also 
used tn habit cases. ve booklets for both systems be 


co-operation solicited from physicians. 
Address DR. IRA C. TYNDALL Berlin, Md. 


The Jackson Health Resort 


Dansville, 


Dansville is located about seventy miles east of Buffalo, and is reached by good Pullman 
trains from the South. This institution has for Fifty-Seven years been one of the great lead- 
ing resorts for those needing rest and recuperation. It is ethical in its methods and leading 
physicians of the United States send to it freely patients needing treatment. No insane or 
objectionable cases received. 

DR. JAS. H. JACKSON, Pres. DR. WALTER E. GREGORY, Vice-Pres. 
Write for Literature NEWTON B. GORHAM, Managing Director 


UNIVERSITY of VIRGINIA 
DEPARTMENT OF MEDICINE 
CHARLOTTESVILLE, VIRGINIA 


The prominent features of the course are extensive laboratory instruction in 
the fundamental sciences and thorough practical training in the University hos- 
pital, where students have many of the ADVANTAGES USUALLY GRANTED 
ONLY TO INTERNES. 

All laboratory courses are given by full time instructors, each a specialist 
in his own branch. Instruction of students is the primary work of instructors 
in medicine and surgery, whose practice is largely limited to the University hos- 
pital. Four-fifths of the cases in this hospital are available and used for clinical 


instruction. 


For catalogue, address 
HOWARD WINSTON, Registrar 
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New York Polyclinic Medical School and Hospital 


341-351 West 50th Street, New York City 


General, Separate Clinical and Special Post-Graduate Courses of Individual 
Instruction given throughout the year, beginning at any time, and for any 
period of time. Laboratory, Cadaver and Operative Courses in all branches. 
Instruction planned to meet individual requirements. Courses of Practi- 
cal Work under tutelage for periods of three months, six months, one year, 
for specialists. Individual Instruction in the following branches: 


Major and Minor Surgery 
Hernia (local anesthesia) 
Cystoscopy (male and female) 
Urethroscopy and Endoscopy 
Neurology and Neurological Surgery 
(brain, spinal cord, peripheral nerves) 
Dermatology (skin pathology) 
Gynecology (operative; non-operative) 
Eye (including Refraction), Ear, Nose, Throat 


Rectal Diseases 

Anesthesia 

Physical Diagnosis 

Infant Feeding and Diagnosis 
Tuberculosis (Pulmonary, glandular, bone) 
Drug Addictions and Toxemias 

Diseases of Stomach (dietetics) 

X-Ray and Electro Therapeutics 


State particular information desired when writing. 
Address inquiries to JOHN A. WYETH, M.D., LL.D., President of the Faculty 
or MR. JAMES U. NORRIS, Superintendent 


OF THE STATE OF 


MEDICAL COLLEGE 


SCHOOLS OF MEDICINE AND PHARMACY 


Rated Class A. Member Association of American Medical Colleges. 


Owned and Controlled by 


the State. 


Lighty-eighth session begins September 28th, 1916, 
ends June 7th, 1917. 


Fine new three-story building immediately opposite 
the Roper Hospital. 
new and modern equipment. 


The Roper Hospital, one of the largest and best 
equipped hospitals in the South, contains 218 beds, and 
with an extensive out-patient service, offers unsur- 
passed clinical advantages. 


All Laboratories provided with - 


3 Practical work in dispensary for pharmaceutical stu- 
ents. 

Two years graduated service in Roper Hospital with 
six appointments each year. 

Department of Physiology and Embryology in affilia- 
tion with the Charleston Museum. 

Eleven full-time teachers in laboratory branches. 

For Catalogue address: 


OSCAR W. SCHLEETER, Registrar, 
Lucas and Calhoun Sts., Charleston, S. C. 


NEW ORLEANS POLY CLINIC 


Graduate School of Medicine, 


Tulane University of Louisiana 


Thirtieth Annual Session Opens Sept. 25, 1916, and Closes June 9, 1917 
Physicians will find the Polyclinic an excellent means for posting themselves upon modern 
progress in all branches of medicine and surgery. The specialties are fully taught, including 
laboratory and cadaveric work. For further information, address 


CHARLES CHASSAIGNAC, 


M.D., Dean, 


NEW ORLEANS POLYCLINIC 


Post Office Drawer 770. 


Tulane also offers highest class education leading to degrees in Medicine, Pharmacy, 


New Orleans. 
Dentistry, Hygiene and 


Tropical Medicine. 
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MEDICAL DEPARTMENT OF 
VANDERBILT UNIVERSITY 


Next session opens Oct. 2, 1916 and closes June 13, 1917 


ENTRANCE REQUIREMENTS: 


Completion of an accredited four year high school, or other equivalent of fourteen Carnegie 
units, without condition. In addition to the high school work all students must take one year of 
college work, which includes courses in Chemistry, Physics, Biology and a modern language. 
The total minimum hours, Didactic and Laboratory, in the premedical course are as follows: 


Total Hours Total Hours Total Minimum 
SUBJECT Lectures or Laboratory Hours Didactic 
Recitations Work and Laboratory 
64 or 96 128 or 64 128 or 160 


German or French, 2 .......... 
320 384 or 320 704 or 640 


BUILDINGS, LABORATORIES, ETC.: 


The recent purchase of the Peabody Campus with its sixteen acres in the heart of the city 
gives the Medical Department one of the best a:d largest campuses in America for medical pur- 
poses. The buildings:have all been remodeled and the facilities are unsurpassed. Large and 
commodious laboratories, well lighted and ventilated, for Bacteriology, Chemistry, Physiology, 
Embryology, Anatomy, Pathology, Pharmacology, Experimental Medicine, etc. 


DONATIONS: 


The Department has received the followinz donations within the last few years: Mr. 
Andrew Carnegie, $1,000,000.00. The Genzral Education Board of New York, $150,- 
000.00 for medical grounds and buildings. Mr. Wm. K. Vanderbilt, $150,000.00 for the 
general endowment fund, provided the Peabody Campus was purchased for the Medical De- 
partment. This provision was met. Mr. Wm. Litterer, a philanthropic citizen of Nashville, has 
presented a building to the Medical Department valued at $40,000.00, for Bacteriological re- 


search. 


CLINICAL FACILITIES: 
City Hospital, 185 beds with a large Outdoor Department. Vanderbilt Hospital, 85 beds 


with a large Outdoor Department. Galloway Memorial Hospital is now in the course of con- 
struction and will provide 150 charity beds. This Hospital is on the campus. Sections of stu- 
dents are also taken to the Davidson County Isolation Hospital and to the Central Hospital for 


the Insane. 

VANDERBILT IS RATED IN CLASS “A” BY THE COUNCIL ON MEDI- 
CAL EDUCATION OF THE A. M. A. AND IS A MEMBER OF THE ASSOCIA- 
TION OF AMERICAN MEDICAL COLLEGES. 


For Catalogue and further information, address 


LUCIUS E. BURCH, M.D., Dean, 
Eve Bulding, Nashville, Tenn. 
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Tulane University Louisiana 


COLLEGE OF MEDICINE 


(Established in 1834) 


School of Medicine— 
Admission: One ycar of college work in the sciences and a modern 
foreign language. 


After January 1, 1918, all students entering the Freshman Class will be 
required to present credits for two years of college work, which must 
include Biology, Chemistry and Physics, with their laboratories, and one 
year in German or French. 


Graduate School of Medicine— 


A school for physicians desiring practical clinical opportunities, re- 
view, laboratory technic or cadaverick work in surgery or gynecology. 
Excellent facilities offered in all special branches. 


School of Hygiene and Tropical Medicine, including 
Preventive Medicine— 


Systematic courses offered, leading to certificates in Public Health, 
diploma in Tropical Medicine, and to the degree of Dr. P. H. Labora- 
tory, Clinic and Field Work. 


School of Pharmacy— 


Admission: Three years of high school work, or 12 units. Two years 
for Ph.G. degree. Three years for Ph.C. degree. 


School of Dentistry— 


Admission: Four years of high school work, with 15 units. Thor- 
ough, practical, as well as comprehensive technical training in 


dentistry 
Women admitted to all Schools on the same terms as men. 


For catalogs and all other information, address 


TULANE COLLEGE OF MEDICINE 


P. 0. Box 770 New Orleans, La. 
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MOBILE, ALABAMA 
Rated Class A. Registered “Standard” by N. Y. State Educational Department. Laboratories of 
Anatomy, Physiology, Biology, Bacteriology, Pathology and Pharmacology. Equipped with latest 
standard apparatus. Operated by all-time Teachers. Instruction in Junior and Senior years mostly 
clinical. Below are shown four of the institutions affiliated with us for clinical work. 


MOBILE CITY HOSPITAL MOBILE CITY DISPENSARY 


206 beds. Internes appointed and controlled by the School. Controlled and operated by the School. Over 10,000 patients 
Clinical material y divid- treated by students last session. Under direction 


ed into small sections under all-time teacher. of experienced teachers. 


ALABAMA MATERNITY AND INFANT HOME U. S. MARINE HOSPITAL 
Mobile, Ala. Capacity, 10 maternity cases and 100 infants. Mobile, am. Surgeon in charge professor of Tropical Med- 


Professors of Obstetrics and Pediatrics icine in the college. Patients utilized by order of 
control. Secretary Treasurer of United States. 


For entrance requirements and full information address DR. T. H. FRAZER, Dean, Mobile, Alabama 
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ATLANTA MEDICAL COLLEGE 


EMORY UNIVERSITY, ATLANTA, GEORGIA 


Sixty-Second Annual Session Begins September 25, 1916. 


ADMISSION.—Completion of four-year course at an accredited high school, 
which requires not less than 14 units for graduation, and in addition, one year 
of college credits in Physics, Biology, Inorganic Chemistry and German or 
French. The “Premedical” Course will be given in the College of Liberal Arts 
at Oxford, Ga. Admission to the Premedical Course may be obtained by pre- 
senting credentials of the 14 units of high school work. 


COMBINATION COURSES.—A student may enter the regular Freshman 
class on 14 units and attend the College of Liberal Arts for two years, after 
which he will be admitted to the Freshman Medical Class, and upon the comple- 
tion of his Sophomore year in the Medical College can obtain the degree of 
Bachelor of Science, gaining his M. D. degree after another two years at the 
Medical College. 

INSTRUCTION. — Thorough laboratory training and systematic clinical 
teaching are special features of this institution. The faculty is composed of 100 
professors and instructors, 15 of whom are full-time salaried men. 


EQUIPMENT.—Four large modern buildings devoted exclusively to the teach- 
ing of medicine, well equipped laboratories, and reference library. 


HOSPITAL FACILITIES.—The Grady (municipal) Hospital of 250 beds is in 
charge of the members of the medical faculty during the entire college session, 
and Senior students (in small sections) are given daily clinical and bedside 
instruction there. In the near future,’ work will begin on the new Wesley 
Memorial Hospital (of 200 beds) at a cost of not less than $200,000.00, which 
will be erected on or near the site of the present Medical College. The wards 
of this hospital, when completed, will be under the complete control of the fac- 
ulty for teaching purposes. The construction of the Out-Patient Building, at a 
cost of $75,000.00, has already begun, and when completed will afford ample 
nn for this large clinic, and excellent facilities for clinical instruc- 
10n. 
RATING.—This college is rated as a class A medical school by the Council on 
Medical Education of the American Medical Association. 


Catalogue giving full information, also entrance blanks, will be sent by 
applying to WM. S. ELKIN, A.B., M.D., Dean. 
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UNIVERSITY of LOUISVILLE 


MEDICAL DEPARTMENT 

Seventy-ninth annual session begins Sept. 28, 1916. Entrance Requirements: One year of 
college work in Physics, Chemistry, Biology and a modern language, in addition to the 14 units’ 
work in an accredited high school. 

A premedical course of instruction is given in the Academic Department of the University. 

Well-equipped laboratories under full-time teachers. 

Clinical work in the new Million-dollar Public Hospital. For further information and cata- 
logue, address the Dean, 


HENRY ENOS TULEY, M. D., Louisville, Ky. 


UNIVERSITY OF TENNESSEE ------ 


College of Medicine.—Course 4 College of Dentistry.—Course 8 School of Pharmacy.—Course 2 Pre-Medical School.—Course 1 
yrs. of 36 wks. Class A Councilon yrs. of 35 wks. Member of Na yrs. of 36 wks. Member of the yr. of 36 wks. in Biology, Phys- 
Medical Education A.M.A. Mem- tional Association of Dental Fac- American Conference of Pharma- ics, Chemistry and a Modern 
ber Association of American Med-  ulties; ‘‘Registered’” N. Y. Board — Faculties; ‘‘Registered’’ Language. 1 yr. course at Mem- 
“‘Registered’’ N.Y. of Regents. Requirements for by. N. Mae ~ of Regents. Re- phis; 1 and 2 yr. courses at 

Knoxville. Requirements for ad- 


Colleges ; 
Board of Regents. Requirements admission: 14 units. 10 
for admission: 14 units high school units of high eho soncntion. mission: 14 units of high school 
plus 1 yr. college work, q. v. education. 
. E.F. Turner, Reg.-Bursar, Memphis. 


Session opens Sept. 23 for all except Col. of Dentistry which opens Oct. 1. For catalogs and other literature add 


New Orleans Post-Graduate School of Medicine 


Next Regular Session begins October 1st. Students admitted throughout the year. 

UP-TO-DATE POST-GRADUATE INSTRUCTION to meet the requirements of the General 
practitioner or the Specialist in all branches of Medicine and Surgery. 

ABUNDANT CLINICAL MATERIAL. Unexcelled clinical facilities in all the hospitals of 
the city of New Orleans, particularly the Great Charity Hospital where members of the faculty 
occupy the highest positions on the Visiting Staff. 

FACULTY LARGE, permitting Individual instruction and special work if eestvet. 

For further information address Joseph A. Danna, M.D., Secretary, Suite 716 Maison Blanche 
Building, New Orleans, La. 


The Post-Graduate Medical School of Chicago and the Chicago Policlinic 


AFFILIATED 


Own and control completely their own Hospitals, Laboratories and large Dispensaries. The Staff consists of men 
well known in the profession. The Teaching is largely Clinical, in Special Courses Didactic and Clinical. 


Matriculation and general tickets good for both Schools. Clinical courses for the General Practitioner. 


Special and Private Personal Courses in: Anatomy, Pathology, Laboratory Work, Physical Diagnosis, X-Ray, 
Refraction, Operative Surgery on the Cadaver, Operations on Eye, Ear, Nose and. Throat, Cystoscopy and other 


special studies. 
Surgical Assistantship—Personal—at Post-Graduate Hospital. Interneship. Nurses’ Training Schools. 


For further information address either 


The Post-Graduate Medical School of Chicago or The Chicago Policlinic 
Emil Ries, Sec’y. M. L. Harris, Sec’y. 
Dept. V, 2400 S. Dearborn St. Dept. V. 219 W. Chicago Ave. 
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University of Maryland, School of Medicine 
College of Physicians and Surgeons 


Requirements for Admission: One year of College work in a modern language, Chemistry, 
Biology and Physics in addition to an approved four-year high school course. Beginning with 
January 1, 1918, two years of College work will be required. 

Abundant laboratory space and equipment. Three large general 
hospitals absolutely controlled by the Faculty and thirteen hospitals devoted to specialties in 


Facilities for Teaching: 


which clinical teaching is done. 


The next regular session will open October 2, 1916. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 


UNIVERSITY OF GEORGIA 


MEDICAL DEPARTMENT 
Augusta, Georgia 


THE EIGHTY-FIFTH SESSION BEGINS 
SEPTEMBER 13, 1916; CLOSES 
MAY 31, 1917 


ENTRANCE REQUIREMENTS 


Candidates for entrance must have completed one 
full year of work in an approved college in addition 
to four years of high school. The college work must 
have included Physics, Chemistry, Biology, and French 
or German. These requirements are passed upon by 
the department of Secondary Education of the Uni- 


versity. 
INSTRUCTION 


The course of instruction occupies four years. The 
first two years are devoted to the fundamental sci- 
ences, and the third and fourth to practical clinical in- 
struction in medicine and surgery. All the organized 
medical and surgical charities of the city of Augusta 
and Richmond County, including the hospitals are 
under the entire control of the Board of Trustees of 
the University. This arrangement affords a large 
number and variety of patients which are used in the 
clinical teaching. Especial emphasis is laid upon prac- 
tical work both in the laboratory and clinical depart- 


ments. 
TUITION 

The charge for tuition is $150.00 a year except for 
— of the State of Georgia, to whom tuition is 
ree. 

For further information and catalogue address 

THE MEDICAL DEPARTMENT, 
UNIVERSITY OF GEORGIA 


Augusta, Georgia 


‘Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICING 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean 


New college building, completely equipped and modern 
laboratories. Extensive Dispensary service. Hospital fa- 
cilities furnish 400 clinical beds; individual instruction; 
ex erienced faculty; practical curriculum. For catalogue or 
information address 


J. R. McCAULEY, Secretary, 
1140 E. Clay Street Richmond, Virginia 


Atlanta Clinical Laboratory 
10th Floor Candler Building Atlanta, Ga. 


Because of increasing progressiveness of the Southern Profession, 
and consequently their increased demand for Test in 
the diagnosis and checking of the progress of trea’ t of syphilis, 
I am able to do Wassermann’s for $5.00 fe 910.00 formerly 
seemed a low price. 

Wassermann’s $5 00 


Tissue examinations 5 00 

rines 3 00 
Gonnococal fixation test ------------------ 5 = 


Autogenous Vaccines 0 
Vaccines made of the exciting pathological organism, 
25 ampules of graduated doses sent. Precipitin test for 
human blood in blood Stains. Reports wired when 
money accompanies specimen, if requested. 


DR. C. W. GOULD, Manager DR. R C. CURTIS, Assistant 


CH. HUBERT MARTIN 


27 WEST ALEXANDER STREET 


ATLANTA, GA. 


N 


Send for pam catalog 
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Stanolind | || | 

Does Not Deplete 
Paraffin || || || the Patient’s 
(Medium Heavy) 

strength 


Colorless 


by irritating the delicate 
lining of the intestines 
and inducing undue per- 
istaltic activity. On the 

contrary, it conserves 
strength -by lubricating 
the entire alimentary 
canal, thus assisting in a 
more complete evacua- 
tion of the bowel content. 


This important character- 
istic of Stanolind Liquid 
Paraffin is an eloquent 
illustration of its superi- 
ority over salines, aperient 


waters and purgative 

5 drugs, and is, forexample, 

Ts signal importance in 

alk the cases of patients about 

ASN MOUNG to undergo an operation. 

AS ligui Stanolind Liquid Parafhin 

Abe is a safe and dependable 

TIS agent for continued in- 

IN| ternal administration. 

COLORLESS A trial quantity witl In- 

formative booklet will be 

| INTERNAL sent on request. 

ADMINISTRATION 

\ 3 || | Standard Oil Company 
Ww. Adams St.” Chicago, U.S.A. 

Patronize our advertisers—mention the Journal when you write them 


|. 
US. BR AND OTHER CHILOR! 
| 
| 
1 
; 


SOUTHERN MEDICAL JOURNAL 


23 


LABORATORY OF DR. ALLEN H. BUNCE 


ATLANTA, GEORGIA 


Adequate Laboratory Service Demands 
Promptness and Efficiency 


We are prepared and equipped to give you both the above on all your clinical laboratory 
work. 

WASSERMANN REACTIONS. These are performed each day, except Sundays, after having 
carried out careful preliminary titrations of all materials to be used in the reactions. 
All reagents used are prepared and standardized in our own laboratory, thus insuring 
their freshness and reliability. These things enable us to give prompt and accurate re- 
ports on all specimens submitted. 

AUTOGENOUS VACCINES. All culture for vaccines are grown both aerobically and anaerob- 
ically as a routine procedure. Vaccinesare supplied only in sealed ampules, thus insur- 
ing their freedom from contamination during the course of treatment. 

TISSUES. Upon request we make frozen sections of tissues and telegraph a report on the 
same day the specimens are received. However, we prefer to embed the tissues in cel- 
loidin or paraffin, which requires from three to five days, before giving a final report on 
them. Both a preliminary report from frozen sections and a final report from embedded 
sections may be had upon request. 

We make all other clinical laboratory examinations required by physicians and surgeons 
in the handling of their cases. 


We furnish bleeding tubes, culture media and all other necessary containers free upon re- 
quest. Address 
ALLEN H. BUNCE, M. D., Healey Building, Atlanta, Ga. 


CHICAGO LABORATORY anatyncr 


Marshall Field Annex Buildi Established 1904 
25 E. Washington St. sn CHICAGO Phone Randolph 3610 


Pathological Tissue Examination 


Surgical diagnosis on specimens of tissue 
may be obtained promptly by frozen sec- ! 


tion on same day specimen is received. 
Send for booklet of instructions how to forward 
tissue and other specimens for examination. bs 


Our names and reputations stand back of our work. ' 


RALPH W. WEBSTER, M. D., Ph. D. ; 
THOMAS L. DAGG, M. D. 
Director of Pathological Department 
C. CHURCHILL CROY, M. D. 
Director of Bacteriological Department 
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Diphtheria Antitoxin Multord 


For the Treatment and Prevention of Diphtheria 


Diphtheria Antitoxin has reduced the mortality of diphtheria from 40 
per cent to less than 10 per cent.* 
This mortality may be still further reduced 
By using Diphtheria Antitoxin earlier. 
By giving larger doses—5000 to 10,000 units. 
By intravenous injections in severe or late-treated cases. 


The Time of Administering Antitoxin is Vital.—In the Philadelphia 
Hospital for Contagious Diseases, from 1904 to 1910, 256 diphtheria patients 
were treated on the first day of the disease and all recovered. 


Patients treated on the second day the mortality was 5.4 per cent. 
In those treated on and after the third day the mortality was much higher. 


The early administration of Antitoxin is imperative. 
Larger Doses are Neces- 
= ena Sary.—The object in adminis- 
‘@ tering Diphtheria Antitoxin is to 
The Mulfors P neutralize, in the shortest pos- 
Diphtheria Antitoxin sible time, the poison (toxin) 
circulating in the blood stream 
and tissue fluids. Dr. William 
H. Park advises 10,000 units in 
§ severe cases for little children, 
@ and 20,000 units in severe cases 
'§ foradults. This is practiced in 
many leading hospitals. 
Intravenous Injection.— 
=ai No case should be considered 
: hopeless. In malignant cases 
and late stages of diphtheria recovery may be brought about by the intravenous use of 
Antitoxin in large doses. The Antitoxin is thus carried directly into the circulation and 
its activity exerted at once, whereas, if given subcutaneously, only one-tenth of the 
amount reaches the blood stream at the end of 24 hours. 

The importance of large doses is appreciated when we consider the impossibility 
of ascertaining the amount of toxin circulating in the patient’s blood. The only safe rule 
is to give sufficient antitoxin. The giving of larger doses than are necessary does no 
harm; but an insufficient first dose, and in some cases the lack of intravenous injection, 
may be serious mistakes. 

Diphtheria Antitoxin Mulford is accurately standardized and repeatedly tested. 
It is supplied in the Mulford aseptic antitoxin syringes, ready for immediate use, contain- 
ing 1000, 3000, 5000 and 10,000 units. 20,000 units supplied on special request. 


* Osler states: In 183,526 cases of diphtheria treated in 150 cities previous to the use of antitoxin, the mor- 
tality was 38.4. Since the introduction of the antitoxin treatment, records of 182,548 cases show a mortality 
of 14.6; and leaving out those cases which did not receive serum injection, the mortality is reduced to 9.8. It 
is estimated that without antitoxin there would be, in the United States, over 64,000 deaths yearly from 
diphtheria, while the mortality has been reduced by the use of antitoxin to less than 15,000 in the United 
States alone. This means a saving of over 49,000 lives a year. 
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announce to the profession that their new laboratories 
are ready for inspection. They are equipped to per- 
form every accepted standardized laboratory pro- 
cedure that is helpful to the physician in diagnosis 
and treatment. : : 


WE wish to emphasize the fact that in laboratories of this kind workers should 
not only be technically well trained to do the work but that the 
INTERPRETATION of every test should be made a feature of 
their work. We believe that a Medical Laboratory fails in its function 
if it neglects to scientifically collect the Medical Findings gleaned by 
every-day work and deduce from them the conclusions that the 
CLINICIAN NEEDS WHEN HE CONSULTS A CLINICAL 


LABORATORY. 
SCOPE OF OUR WORK: 
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SYPHILIS OF THE NERVOUS SYSTEM 


By BEVERLEY R. TUCKER, M.D., 
and 
HENRY JACKSON HAYES, M.D., 
Physicians to the Tucker Sanitorium, 
Richmond, Va. 


The purpose of this paper is to direct 
attention to the treatment and prognosis 
in cases of syphilis of the central nervous 
system as given by Schuster and Krafft- 
Ebing in 1908, and that of today as ad- 
vanced by Amsden, Cotton, Fordyce and 
Ogilvie. In doing this we will consider 
briefly several important factors which 
are responsible for the change. 

Schuster’s conclusions in 1908 on the 
mercurial treatment of syphilis were: that 
the clinical development of tabes and pa- 
resis occurred in the same manner wheth- 
er the patients were treated with mercury 
or not; that metasyphilitic nervous dis- 
eases appear in patients who have been 
treated with mercury no later than they 
do in patients not so treated; and that 
many facts derived from serological in- 
vestigation appear to demonstrate the 
fact that metasyphilitic nervous diseases 
are not caused by the syphilitic virus, but 
instead are caused by the so-called syphi- 
litic antibodies. 

Krafft-Ebing stated in 1908 that the 
process of decay in the central nervous 
system goes hand in hand with an increase 
in the protective antibodies generated in 
the system. The process of decay he 
thought was first shown by an increase in 
the functional activity of the body, such 
as striking intellectual activity. 

In contrast with these views, Ogilvie, in 


1915, reporting eight cases of tabes and 
seven cases of paresis after fifteen months’ 
standing, states that the laboratory find- 
ings of the blood and spinal fluid were 
favorably influenced in every case by 
proper treatment. This laboratory im- 
provement was accompanied by concom- 
itant clinical betterment. Amsden at 
Bloomingdale, reporting fifteen cases of 
paresis, secured very valuable results 
in nine cases with intensive salvarsan 
treatment. Fordyce, Tilney, Hough and 
Cotton have also obtained gratifying re- 
sults with intensive salvarsan treatment in 
so-called parasyphilitic conditions of the 
central nervous system. 

The difficulties which arise in the treat- 
ment of syphilis with mercury are well 
known to all. As to those cases of syphi- 
lis followed by involvement of the nervous 
system after mercurial treatment, we are 
of the opinion that this is due in a very 
large percentage of cases to insufficient 
treatment and to the failure to check up 
these cases from time to time, as we are 
able to do at present, by laboratory ex- 
amination. No one disputes the belief 
that mercury has a decided lethal effect 
on the spirochetes. 

The idea that metasyphilis is caused by 
antibodies generated in the system has 
been discarded some time ago. The idea 
that there is an increase in the protective 
antibodies in proportion to the process of 
decay in the central nervous system is 
fallacious, although there is, no doubt, an 
increase in the products generated by the 
spirochetes. We feel quite sure now that 
the increase in functional activity seen in 
these cases is far more apparent than real. 
The paretic and the tabetic are only able 
to do in reality a small part of either the 


: 
it 


766 SOUTHERN MEDICAL JOURNAL 


mental or physical work they have pre- 
viously performed. 

The terms metasyphilis and parasyphi- 
lis should be discarded. What we are 
dealing with, in the late manifestation of 
syphilis, such as paresis and tabes, are 
active syphilitic processes or tissue de- 
struction caused by one time active proc- 
esses. Moore and Noguchi demonstrated 
spirochetes in specimens from the brains 
of twelve paretics; and intensive intra- 
spinal salvarsan treatment of the so-called 
metasyphilitic conditions gives results 
which tend to show that we are dealing 
with active processes. 

In our work we have been able to obtain 
a decided clinical and serological im- 
provement in a number of cases which 
fall into the groups of cerebral, cerebro- 
spinal and spinal syphilis, using salvarsan 
intravenously in conjunction with mer- 
cury and iodid. This has been the experi- 
ence of many others. The question which 
naturally arises is, Why is it that we have 
not been able to influence the so-called 
metasyphilitic manifestations more mark- 
edly? 

In the cases studied by Moore only one 
showed the spirochete in the neighbor- 
hood of a vessel of any size. Tilney, 
Woolsey and Goldman in a series of very 
important vital staining methods showed 
that the central nervous system remained 
practically free of stain when this was in- 
troduced intra-arterially or intravenously, 
but when this stain was introduced intra- 
spinally quite different results were ob- 
served as the dye penetrated deeply into 
the nerve tissue. Swift and Ellis, taking 
advantage of these facts, introduced the 
intraspinal method of treating syphilis of 
the central nervous system. With this 
method they were able to secure clinical 
and serological improvement in a number 
of cases which had not responded to intra- 
venous salvarsan and mercury. This was 
a distinct advance in the treatment of 
syphilis of the nervous system. Many 
modifications of their work have been 
tried out. That introduced by Ogilvie 
seems to meet the requirements. In using 
the serum prepared according to Swift 
and Ellis we were unable to estimate the 
arsenical content of the serum. Following 
the technique of Ogilvie we know the ex- 
act amount of arsenic given at each treat- 


ment and are able to vary the strength of 
the serum at will. This brings us to a 
brief general consideration of the best 
method at present of treatment of syphilis 
of the nervous system. 

The introduction of old salvarsan into 
the cord is attended with little or no real 
danger to the patient provided ordinary 
care is exercised in preparing the serum. 
The accidents which have occurred have 
been due to gross errors in technique. Neo- 
salvarsan should never be used, as it is not 
a stable compound and is broken up by the 
heating necessary to form the spirocheti- 
cidal bodies produced in the serum. 

The opinion, held by many physicians, 
regarding the late syphilitic manifesta- 
tions of the central nervous system, is that 
very little can be done in these cases. Oth- 
ers maintain that by using intravenous 
salvarsan they are able to secure improve- 
ment in any case which can be improved. 
As to the late and apparently hopeless 
cases, we will say from our observation of 
quite a large number, that we have been 
able to arrest many of them and in addi- 
tion have noticed relief of pain and im- 
provement in the bladder condition. This 
means a great deal to one familiar with 
the suffering of these poor unfortunates. 
One case regained bladder control with 
five intravenous and one intraspinal treat- 
ment. We do not attempt to discredit the 
the intravenous use of salvarsan, but have 
satisfied ourselves that there are certain 
cases in which after many intravenous 
treatments with but little benefit, the em- 
ployment of a standardized serum intra- 
spinally has given improvement both clin- 
ical an serological. 

Salvarsan intravenously is very efficient 
in those cases of superficial involvement of 


the nervous system, manifested by head- . 


ache, slight grades of cranial nerve palsy 
and luetic vascular conditions. In one of 
our cases with intense headache and decid- 
ed mental confusion the Wassermann was 
rendered negative and the cell count re- 
duced from 160 to 12 by eight treatments. 
Regarding the intraspinal treatment of 
syphilis of the central nervous system in 
its resistant forms, those formerly called 
metasyphilis, we feel that when the intra- 
spinal method is systematically and judi- 
ciously employed, it offers far more in the 
way of therapeutic possibilities than the 
use of mercury and salvarsan intraven- 
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ously. No matter what the clinical im- 
provement has been, unless we can eradi- 
cate the biological evidences of the infec- 
tion, we have not completed our work and 
destruction is taking place. At the pres- 
ent writing we do not feel that we have 
been using the Ogilvie method long enough 
to table final serological results, but we 
have cases now under treatment whose 
Wassermanns and cell counts are being 
altered and in whom the clinical improve- 
ment is marked. In one case with the un- 
steadiness and crises practically uninflu- 
enced by six intravenous treatments and 
iodid and mercury those symptoms have 
apparently disappeared with two intra- 
spinal treatments. 

We feel that mercury and iodid should 
be included in the medication of syphilis 
of the central nervous system. Mercury 
by inunction has given the best results in 
those cases in which we have been able to 
use this form. Mercury by deep injection 
is probably better than by mouth, but 
Shamberg has recently shown that about 
50% of the salicylate can be recovered 
from the site of the injection after three 
months. This salt showed the highest per- 
centage of absorption. Iodid of potash is 
best given in a saturated solution. We 
think that large doses over a short period 
of time are better than small doses over a 
long period of time. A very important 
part of the treatment of these conditions 
is rest. Several weeks of almost absolute 
rest frequently produces a marked im- 
provement, especially when this is follow- 
ed by systematic exercises of precision, 
which tend toward re-education of the 
ataxic limbs. The neglect of the older 
measures of massage and exercise in tab- 
etic cases is greatly to be regretted. 


A CLINICAL STUDY OF EPILEPSY, 
PRELIMINARY REPORT.* 


By DANIEL D. V. Stuart, JR., M.D., 
Baltimore, M. D. 


The studies of which this paper is a 
preliminary report, were undertaken 
eighteen months ago, primarily in the 
hope of discovering something of value re- 


_*Read before the Baltimore Neurological So- 
ciety, March 17, 1916. 
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garding the underlying factors of mental 
deterioration in patients suffering from 
so-called essential epilepsy. 

Very little has been said in standard 
text-books and works of reference, about 
the numerical incidence of such deteriora- 
tion; though all authorities appear to 
agree that it occurs in the great majority 
of cases. 

So far as I have been able to find out, 
the only work as yet published showing 
the percentage of mental defect in epilep- 
tics, following their grading through the 
use of intelligence-tests, is that in J. E. 
Wallace Wallin’s “Experimental Studies 
of Mental Defectives” (Ed. Psychology 
Monographs, 1912). In a series of 223 
epileptics over 21 years of age, he found 
only 16, or 7.1%, to have a mental level of 
13 years or above; using the Binet-Simon 
scale, 1908 revision. This high incidence 
of defect may, as he notes, have been due 
to the fact that his were “colony” cases, 
if it is assumed that patients of normal 
intelligence are more apt to be cared for 
at home. Wallin’s monograph is a critical 
study of the Binet-Simon scale, however; 
not of epilepsy, and he therefore does not 
go into the histories of his cases. 

The reconized fact that some epileptics 
give no evidence of any intellectual im- 
pairment, even after their illness has last- 
ed for years; and that on the other hand, 
many show distinct deterioration in a rel- 
atively short time, seemed to offer a field 
for further investigation. 

A group of 100 individuals was accord- 
ingly chosen from among those under 
treatment for “true” epilepsy in the Neu- 
rological Dispensary of the Johns Hopkins 
Hospital; and a searching inquiry was in- 
stituted into their family and past his- 
tories, and the development of their condi- 
tion. 

In order that the family histories might 
be as reliable as could reasonably be ex- 
pected, only those patients were selected, 
one or both of whose parents were living 
and capable of giving an account of the 
forbears on both sides. All those show- 
ing definite focal symptoms, and all hav- 
ing positive Wassermanns or a luetic his- 
tory antedating the epilepsy, were exclud- 
ed for manifest reasons; otherwise the 
cases composing the group were picked 
purposely quite at random, and without 
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regard to age, sex, or the duration of the 
disease. 

The method adopted was to divide the 
group into two sections; section A com- 
prising those cases in which there was a 
family history of epilepsy, insanity, feeble- 
mindedness, or chronic alcoholism on one 
or both sides; section B consisting of those 
in whose families no such history could be 
traced. Cases in which only an account 
of vague “nervousness” in one or two rel- 
atives, was obtained, were placed in sec- 
tion B. 

Both sections were then put through the 
intelligence-tests ; Huey’s adaptation of the 
Binet-Simon scale, based on Goddard’s 
1911 revision, being the form used. Though 
the defects of these tests, especially in the 
upper ages (11-15), have often been point- 
ed out; it was felt that they afford the 
best means yet published for grading the 
intelligence of patients. It also seemed in- 
cidentally that these studies might throw 
further light upon the shortcomings of the 
scale, in line with Dr. Wallin’s work al- 
ready quoted bearing in mind the fact 
that he used an earlier revision. In grad- 
ing the individual cases, the method em- 
ployed by Wallin was made use of,—i. e., 
the highest age passed by a patient was 
taken as his or her base-age, and one year 
additional was credited for each five tests 
passed beyond this age. Adult patients 
having an intelligence-level of 15 years 
were classed as normal. 

The records, as outlined above, of 60 
cases have now been completed, and form 
the basis of this report. 

No definite conclusions have been 
drawn; nevertheless it is felt that even in 
this small number of patients, several 
points not without significance are brought 
out. 

As it is hoped to follow this paper with 
a fuller study of the whole group of 100. 
no formal] tabulation of results or of indi- 
vidual case-records is given; but merely 
an outline of what has been found. 

Of the group of 60, 35 patients fell into 
section A. In other words, a distinctly 
neuropathic family history was obtained 
in 58.3% of the entire number. In the in- 
telligence-grading, 16 out of the total were 
rated as normal, and of this number 10 
were from the cases forming section B. 
That is, of the cases giving a clear family 
history, 40% reached the standard of nor- 
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mal intelligence; while, of patients coming 
from definitely neuropathic families, only 
17.1% graded up to that standard. These 
figures are of interest in view of Gower’s 
statement (“Epilepsy and Other Chronic 
Convulsive Diseases”), that “Heredity 
does not increase the probability of mental 
failure.” 

Obviously, the length of time during 
which the patients had suffered from their 
disease, and the frequency of the attacks, 
might be thought to have borne a causal 
relation to these findings. However, the 
importance of these two factors in this 
connection apparently disappears on fur- 
ther examination of the records. 

These are as follows for the six cases 
with normal intelligence in section A: 


Age at 


Case: Onset: Duration: Av. frequency of attacks: 

S. M. 7 yrs. 15 yrs. One a day. 

ik. 3 yrs. 10 yrs. One a month for 3 yrs; remis- 
sion for 3 years; then one 
every 4 months. 

P. 20 yrs. 7 yrs. One every 2 months. 

5 yrs. 6 yrs. Two a week. 

J. RR. 19yrs. 5 yrs. One a week for 3 yrs; none 
since. 

ORG: 12 yrs. 2yrs. One every 2 months. 


For the ten “normals” of section B, the 
records show: 


Age at 


Case: Onset: Duration: Av. frequency of attacks: 

4 yrs. 22 yrs. One every 2 weeks. 

A.H.  l6yrs. 17 yrs. Three a week for 4 year; re- 
mission for 9 yrs.; then two 
a week. 

Pi 8 mos. 17 yrs. One every 6 months for 7 yrs.; 

; remission for 7 yrs.; then 

one a week. 

7 yrs. 12 yrs. One a week. 

M.R 2 yrs. 8yrs. One every other day. 

H.H 18 yrs. 7 yrs. One a week. 

E. H. 29 yrs. 6yrs. Two a week. 

E.W 5 yrs. 5S yrs. One a month. 

M.M 19 yrs. 2 yrs. One a month. 

I. & 15 yrs. 2yrs. Two a week. 


That is, the average duration of the dis- 
ease is practically identical for the undete- 
riorated individuals in the two sections (a 
fraction over nine years) ; and there is no 
appreciable difference in the frequency of 
their attacks. These facts are in partial 
agreement with Gower’s work. He says 
that the factor of frequency “cannot be re- 
garded as possessing a considerable influ- 
ence” on the development of deterioration ; 
but on the other hand he makes the state- 
ment that “duration of the disease has... 
a distinct influence on the occurrence of 
mental failure.” 

In the series under discussion, the type 
of seizure apparently bore no relation to 
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the onset of deterioration. 31 of the 60 
patients reported both major and minor 
attacks in irregular rotation. In 13 the 
condition began with minors, the majors 
supervening at a later stage. 26 gave a 
history of major attacks only; while 3 
were said never to have had grand mal. 
These latter came under section B. Two 
of them (M. R. and E. W.) were rated as 
of normal intelligence; while the third was 
classed as a moron. 

The kind of treatment received by the 
patients before applying at the Dispens- 
ary, might have had a bearing upon their 
mental status; but unfortunately this 
question was indeterminable except ap- 
proximately. From what could be learn- 
ed, all the individuals examined had been 
under bromid medication at intervals of 
varying length since the onset of the at- 
tacks. 

As will be noted, in one of the cases 
classed as having normal intelligence in 
section A, an interval of three years of 
freedom from attacks was said to have 
occurred. In one case in section B, the 
patient was reported to have had a free 
interval of nine years; and in still another, 
an interval of seven years. If these re- 
ports are trustworthy, they appear to up- 
hold the wisdom of never completely stop- 
ping treatment in epilepsy. 

To take up the cases showing mental 
impairment: section A contained 24 
morons (mentality of from 8 to 12 years, 
inclusive), 3 imbeciles (mentality of from 
4 to 7 years, inclusive); and 2 idiots 
(mentality up to and including 3 years). 
Section B contained 14 morons, 1 imbecile, 
and no idiots. The deteriorated patients 
with clear family histories therefore, ap- 
parently tended to grade higher in the 
scale of intellectual capacity than did the 
same type of individuals coming from neu- 
ropathic families. 

In such a small group of cases, this fac- 
tor, taken alone, would be worthless. It 
may have been quite accidental, and is sub- 
ject to revision on more extended study; 
but when looked at in conjunction with 
what has been learned of the percentage 
of “normals” in each section, it is inter- 
esting. 

__ As concerns the intelligence-levels of the 
individual morons, practically no differ- 
ence was found to exist between the mem- 
bers of the two sections, the average ment- 
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ality of those in section A being 10 years, 
and in section B, 9 years. The relatively 
high proportion of morons among the de- 
teriorates agrees with Wallin’s statement 
regarding institutional cases, that “the 
typical epileptic condition is moronity.” 

Four of the sixty cases showed clinical 
evidences of dyspituitarism. Three of 
these were included in section A, all of 
whom were deteriorated, two being class- 
ed as morons and one as an imbecile. The 
remaining case graded up to normal in- 
telligence, and came under section B. This, 
like the factor of preponderance of high- 
grade deteriorates in section B, may have 
been due to chance; but again like the 
same factor, it is of interest. 

Another point worth noting is the age 
of the individual patients at the time of 
onset. As will be seen from the tables 
given, the disease first showed itself in the 
first decade of life in three of the cases 
quoted from section A, and in the second 
decade in the remaining three; while in 
those from section B the attacks began in 
the first decade in five cases, in the second 
decade in four, and in the third decade in 
one case. This very close agreement be- 
tween the sections was rather unexpected, 
and cannot be evaluated properly until 
after further study of the whole number. 

In carrying on the work, it is intended to 
obtain cranial and abdominal X-ray stud- 
ies of a selected number of cases from the 
full group together with an equal number 
of “controls” not suffering from epilepsy. 

Other points have also arisen during the 
course of this survey, which will be taken 
up as occasion offers. 


804 Cathedral Street. 


OCULAR COMPLICATIONS OF MALA- 
RIA AND THE TOXIC EFFECT OF 
QUININE UPON THE EYE.* 


By Wo. T. Davis, M.D., F.A.C.S., 
Washington, D. C. 


These interesting and important sub- 
jects have been thoroughly studied by nu- 
merous observers. To de Schweinitz we 
owe our most precise knowledge of the 
pathological and ophthalmological changes. 

They are important to the general prac- 


*Read before the Medical Society of Northern 
Virginia and the District of Columbia, Nov. 7, 1915. 
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titioner, particularly to those practicing 
away from cities where a specialist is not 
of easy access. The eye conditions are rel- 
atively few and easily recognized and the 
treatment simple. Thus a knowledge of 
these conditions will result in preventing 
suffering and in saving sight. It is an- 
other fact to add to our knowledge of the 
etiology and pathology of disease which on 
occasion will be sure to find a valuable use. 
Particularly is this true in the South, the 
sub-tropics and the tropics whither the 
march of progress has been leading us. 
We will first consider a few points in 
the general pathology of the malarias 
which seem to apply to our subject. Craig 
states that anemia appears very early and 
is due to a rapid destruction of the red 
cells from two causes, the toxins of the 
plasmodium and to a greater extent the 
occupation of the red cells by the organism 
itself. The red cells may fall from normal 
to three million in 48 hours. The anemia 
tends to reach a certain grade and remain 
fairly constant. The return to the normal 
is fairly rapid much less so however in the 
estivo-autumnal type. Dionini says in the 
infections with the ameboid forms, during 
the periods of apyrexia there is no return 
of the reds to normal. There is leuco- 
penia. When, however, a leucocytosis is 
present it indicates infection with the per- 
nicious forms and the prognosis is much 
more grave. If the leucocytosis persists 
or increases the prognosis is bad. If it 
disappears, recovery may be expected. 
This is a most important fact and should 
not be overlooked. Golgi and Metchnikoff 
think that to the phagocytes we owe spon- 
taneous recovery in malaria. They destroy 
and engulf the organisms. The malaria 
phagocytes are the large mononuclears, 
transitionals, certain of the polynuclears, 
the endothelium of the liver vessels, i. e., 
Kupffer’s cells of the liver, cells of the 
splenic pulp and the uninuclear cells, mar- 
row cells of the bone marrow. In the most 
pernicious forms the endothelial liver cells 
may be found in the peripheral circulation. 
The amount of pigment and cellular 
detritus absorbed by the phagocytes is 
enormous, and there can be no doubt that 
these cells are of inestimable value to the 
body in taking from the capillaries and 
small vessels this material which might so 
easily occlude them. In this way phago- 
cytosis is of immense value, for without it 


we would observe pernicious symptoms in 
the majority of cases. If we find in the 
peripheral blood numerous large mononu- 
clears and macrophages it indicates a se- 
vere infection and bespeaks a grave prog- 
nosis. 

The pigment found in the blood and tis- 
sues is formed in the body of the parasite 
from the red cell. It is set free when the 
parasite sporulates, is taken up by the 
leucocytes and deposited by them in the 
tissues, especially the brain, liver and bone 
marrow. In the same way it is deposited 
in the fundus of the eye and may resemble 
inflammatory conditions. The pigment 
reaches the tissues also by rupture of the 
capillary vessels which have become oc- 
cluded by phagocytic leucocytes and 
masses -of the pigment. There are found 
in the spleen, liver, brain and other vicera 
areas of focal necrosis due to toxic sub- 
stances in the circulating blood. This toxin 
is more powerful when derived from the 
estivo-autumnal variety. It seems very 
probable that these toxins would act upon 
the choroidal coat or the retina producing 
here areas of degeneration or necrosis and 
thus account for many otherwise unac- 
counted-for areas of choroiditic or retinal 
atrophy, hemorrhage or sclerosis. 

In the brain the following pathological 
conditions obtain: Small capillary hemor- 
rhages due to blocking of the vessels by 
pigment or pigment bearing leococytes. 
Thrombi of the plasmodia may be found in 
the capillaries. The nerve cells show dis- 
appearance of the Nissl granules and the 
protoplasm is rarified. The nuclear mem- 
brane of the nucleus may disappear as 
may the nucleolus. In the processes of the 
cell we may have nodal formations or 
beaded appearances. Bleb-like appear- 
ance on the dendrites may be connected by 
slender filaments of protoplasm. The 
changes in the retina correspond to those 
in the brain. 

In the latent types with no symptoms 
and no organisms in the circulating blood, 
the whole human cycle of the parasite is 
completed in the spleen. Hammond says 
emboli formed of the pigment granules oc- 
cur in the cerebral and nervous tissues. 
Also thrombosis may occur from the grad- 
ual deposition of the pigment along the 
walls of the vessels, thus gradually lead- 
ing to occulsion. It may easily be seen 
how this condition can cause occlusion of 
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the small vessels in the choroid and retina, 
leading to optic atrophy partial or com- 
plete, macular degeneration, areas of atro- 
phic choroid and retina, and various other 
degenerations. Stellate masses of pigment 
may be deposited about the fundus, par- 
ticularly along the blood vessels resem- 
bling retinitis pigmentosa. Thus exami- 
nation of the fundus may lead us to a di- 
agnosis of a chronic malarial poisoning. 

Herbert Parsons says ocular complica- 
tions occur in 10% of the cases of malaria. 
Apart from conjunctivitis, corneal affec- 
tions are the commonest, as herpes febrilis 
with dendritic ulcers, interstitial keratitis, 
iritis, irido-cyclitis, metastatic ophthalmia, 
retinitis pigmentosa, choroiditis, vitreous 
opacities, retro-bulbar neuritis, cataract, 
glaucoma, retinal and vitreous hemor- 
rhages. Weeks says, among other condi- 
tions, that cataract developing rapidly in 
young persons may be a result of malaria. 
The papillitis of malaria is of a general 
nature, central scotoma is a rarity, as is 
also complete atrophy. The tendency to 
hemorrhage is marked. Small hemor- 
rhages are frequently seen on the disc and 
in the retina. The venous engorgement is 
apt to be out of proportion to the other 
changes. 

Fuchs says keratitis profunda may be 
caused by malarial cachexia. This condi- 
tion is characterized by a deep, disc-like, 
thick opacity developing exactly in the 
center of the cornea. Sometimes without 
severe inflammatory symptoms. It is ab- 
solutely disastrous to vision. 

De Schweinitz mentions an intermittent 
ophthalmia which may occur as simply a 
vascular irritability of the eye with con- 
junctival congestion and _ photophobia, 
lachrymation and neuralgia, — malarial 
neuralgia. Another form in which there 
is an erysipelatous swelling of the lids, 
swelling of the ocular and palpebral con- 
junctiva, with its surface studded with red 
dots,—small subconjunctival hemorrhages, 
sometimes with involvement of the cor- 
nea, with opacities, and loss of vision. 
The dreadful interstitial keratitis may be 
caused by it. Also herpes of the cornea 
leading to corneal ulcer. The characteris- 
tic malarial corneal ulcer is the dendritic 
ulcer which is narrow, serpiginous and 
superficial, with lateral off-shoots, very 
painful at intervals, at other times having 
no pain at all, but only symptoms of irri- 


771 


tation. These ulcers are arranged like the 
skeletal veins in a leaf. Severe neuralgia 
may accompany the condition. Instead of 
this typical ulcer we may have a large 
superficial abrasion of the cornea occur- 
ring suddenly and without traumatic 
cause. Anesthesia of the cornea may ac- 
company it with ciliary neuralgia. 

Amaurosis may occur and remain for 
some time, or may be periodical, occurring 
with the malarial paroxysms. It may be 
unilateral or bilateral. It may go to com- 
plete blindness, lasting several hours to 
several weeks, and disappear as suddenly 
as it came, leaving no trace in the fundus. 
Or it may be associated with spasm of the 
retinal vessels, showing with the ophthal- 
moscope small arteries, pale disc, and 
shrunken veins. 

At the same time there may be conges- 
tion of the face and ears. 

We must exclude in such cases kidney 
disease and quinine amaurosis. 

Optic neuritis may undoubtedly be 
caused by malaria. The condition is mild, 
but may go on to atrophy in the pernicious 
forms. Even where the condition is ad- 
vanced, great improvement may be had 
under quinine and iron. Hemorrhages 
into the retina are not uncommon. They 
are on the disc as very small ones, along 
the course of the larger vessels, and less 
often in the macular region. Here, of 
course, they are more serious. They are 
ascribed to pigmentary emboli and in- 
crease of tension in the arteries. It would 
seem that it might also be due to a toxic 
arteritis from damage to the vessel walls 
by the toxins. Hemorrhages into the vi- 
treous are also relatively frequent, as are 
also serous effusion into the vitreous. We 
may have concentric contraction of the 
field of vision or a central scotoma which 
may so greatly enlarge during a paroxysm 
that the whole field is involved and blind- 
ness result. Hemianopsia may occur. Pa- 
ralysis or spasm of the accommodation 
may occur, night blindness or paralysis of 
the external muscles of the eye. 

Kipp says in certain cases of intermit- 
tents ‘there will be noticed first an early 
irritation of the eye. If examined now, 
there will be seen several slightly raised 
irregular lines on the cornea; these lines 
increase in length; and the middle portion 
breaks down and forms an ulcer. The con- 
dition may stop here or the ulcer may con- 


x 


772 


tinue to grow in this sinuous serpiginous 
way or may creep across to the center of 
the cornea. It is very shallow, and the 
edges have a bluish appearance. The 
deeper layer of the cornea remains clear as 
a rule unless the condition is mistreated. 
Iritic irritation may be present, but no 
hypopyon. 

A case has been seen in a nursing infant 
whose mother had malaria. This was 
probably due to the toxins absorbed by the 
infant. If this is true, it places this form 
of keratitis in the same category with the 
innumerable cases of keratitis we see in 
the strumous diatheses, the so-called rheu- 
matic diatheses, etc. 

Two symptoms should lead one to sus- 
pect a malarial condition, — tenderness of 
the supraorbital nerve and anesthesia of 
the cornea. It is important to recognize 
the condition early. Only the specific ac- 
tion of quinine will relieve the ulcer. Lo- 
cal treatment alone will not do it. If we 
are to save the patient’s sight unimpaired, 
it must be controlled before it has crept to 
the center of the cornea. Only the specific 
treatment can accomplish this. The condi- 
tion is probably trophic in origin, due to 
the involvement of the cells in the Gasser- 
ian ganglion. 

Howe says the causes of recurrent pa- 
ralysis of the third nerve are obscure; in 
those cases that are periodic malaria 
should be suspected. 

Jackson mentions, among other things, 
chronic keratitis and sudden anemia of the 
retina, followed by atrophy of this organ. 


THE TOXIC EFFECT OF QUININE UPON THE 
EYE. 


De Schweinitz has done some very con- 
vincing experimenting upon dogs and ob- 
served the following pathologic changes. 
The retinal arteries were observed to be- 
come rapidly smaller, and the disc rapidly 
paler. The veins were also contracted. 
Microscopically there is seen to be an endo- 
vasculitis of the optic nerve vessels, the 
walls becoming thickened and changed. 
There is complete atrophy of the visual 
path including the optic nerves, chiasm 
and tracts. The original effect is upon the 
vaso-motor centers producing constric- 
tion of the vessels. Later the changes take 
place in the vessel walls. Thrombosis may 
occur. Degenerative changes also have 
been noted in the ciliary ganglion. The 
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drug seems to have a selective action upon 
this part of the nervous system. The de- 
generation in.the optic path is an ascend- 
ing one and commences in the ganglionic 
layer of the retina. These cells show early 
degeneration, paleness, absence of chrom- 
ophilic granules and breaking down of the 
cell body. Also there are degenerative 
changes'in the nerve fibres with deposits 
of myelin. Thrombosis of the central 
vein of the retina occurred in one case. 
After a year or more, ophthalmoscopic ex- 
amination showed the vessels to have 
undergone degeneration as evidenced by 
white lines on either side of the vessels. 
In some cases there is nothing left save a 
white cord of sclerotic tissue in place of 
the vessel. In the choroid there are areas 
of sclerosis of the vessels and pigmentary 
changes showing how serious the results 
are. Vacuolization of the cells in the cor- 
tical visual area was observed. This was 
thought to be an artefact. 

Buller thinks the blindness is due to 
rapid effusion into the lymph _ spaces 
around the optic nerve sufficiently to pro- 
duce edema and blanching of the retina, 
due to interference with the retinal circu- 
lation. 

The dose that will cause blindness is us- 
ually a large one though not always so. 
Temporary amaurosis mav come from as 
small quantities as gr. ii. The larger doses 
given in malaria are probably neutralized 
by the malarial toxin, as bad results are 
rarely observed after them. In the milder 
forms of poisoning by this drug we have 
temporary amblyopia, diminution of the 
accommodation and moderately dilated pu- 
pils. In the severe cases there is sudden 
and absolute blindness likened to the sud- 
den extinguishing of alamp. It may how- 
ever come on more slowly. There is com- 
plete loss of light perception with subjec- 
tive sensation of light and color. The disc 
is very pale, as in advanced atrophy, great 
diminution in the size of the arteries, gray- 
ish haze of the retina, and cherry red mac- 
ula, simulating closely the appearance of 
the fundus in embolism of the central art- 
ery. The choroid is pale, there may be 
nystagmus, divergent strabismus and anes- 
thesia of the conjunctiva and cornea. The 
restoration of vision is gradual and is par- 
tial or complete. There is usually partial 
color blindness remaining with more or 
less contraction of the visual field. 
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Absolute blindness does not take place 
as a result of quinine poisoning, yet there 
may be permanent diminution of the light 
sense. A case of Greuning’s was color 
blind with contracted fields after six 
months. In another case there was still 
impairment of vision after 7 years, follow- 
ing a very transient amaurosis. Immense 
doses of quinine are frequently taken with- 
out disastrous consequences, and while 
blindness may always be expected in cases 
of lethal doses, it is impossible to fix with- 
in definite limits the non-lethal dose. It 
depends much upon the individual idio- 
syncrasy. The results are so terrible that 
even the remote possibility of it’s occur- 
ring should have influence in placing some 
check upon quinine which is but too often 
used carelessly in the treatment of disease. 

Parsons observes that there are import- 
ant differences in this condition and the 
alcohol and tobacco amblyopias. In the 
former there is either complete amaurosis 
or peripheral contraction of the field with- 
out central scotoma. Night blindness may 
also be caused. The essential factor in the 
condition is a retinal ischemia. It is a 
question as to whether or not the drug has 
an effect on the retinal cells. It has been 
shown however that the movement of the 
cells of the pigment epithelium of the re- 
tina is lessened. The ischemia is a passive 
process and is due to extreme congestion 
of the splanchnic area. This does not 
agree, aS you may note, with de Schwein- 
itz’s investigations. I am inclined to ac- 
cept Parson’s view however as Hallebur- 
ton states that the vessels of the heart, 
lungs and brain are less influenced by the 
vaso-motor system than any of the arteri- 
oles in the body. It would thus appear 
that such an extreme contraction as an 
active process due to stimulation of the 
vaso-motor system of the retinal vessels is 
unlikely to occur. 


927 Farragut Square. 


MODERN MEDICINE 


By WILLIAM E. DEEKS, M.D., 
General Superintendent, Medical Depart- 
ment, United Fruit Co., 

New York, N. Y. 


From the oldest historical records down 
to the present time there has always been 
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a certain percentage of the human race 
which has professedly devoted its atten- 
tion to the care of its remaining members. 
True it is that in earlier times the amount 
of exact scientific knowledge in regard to 
the nature and structure of the human 
body and the ills which prey upon it was 
exceedingly meager; yet it is astonishing 
to learn what remarkable intuition of the 
cause and nature of disease these fathers 
of medicine possessed. Some of their 
enunciations are still epigrammatic and 
serve as basic principles in the evolution of 
the modern physician. 

In ancient times their methods were 
often most crude and fantastic, but what 
else could be expected where the mythical 
and the supernatural were the guiding 
principles in their avocations. 

Little by little, however, the horizon of 
empirical knowledge widened as men ob- 
served the action of therapeutical drug 
preparations in the human body and noted 
their effects. In later years the study of 
anatomy, physiology and kindred subjects 
added to this classic lore; but only in mod- 
ern times did the true spirit of scientific 
investigation penetrate and dissipate the 
clouds of mysticism and superstition con- 
cerning the causation and treatment of 
disease. 

To this end the microscope, the discov- 
ery of staining reagents, the nature of fer- 
ments, and, lastly, immunization, have 
contributed largely and from this enor- 
mous number of accumulated facts there 
has gradually been woven that complex 
fabric known as modern medicine. 

Officialdom has openly acknowledged 
the medical profession and given it a rec- 
ognized standing. Its members are sup- 
posed to dictate all measures relating to 
the prevention and cure of the ills of man- 
kind, of which monopoly the physicians 
are justly jealous, resenting any en- 
croachments on_ its prerogatives. How- 
ever, the personal liberty of the sub- 
ject which is the keystone of the constitu- 
tion of this country, permits the patient 
to seek relief from suffering from any 
source he or she may desire. Hence we 
find that successful rivals to our profes- 
sion have arisen, and under various no- 
menclatures are usurping fields that we 
have thought to be peculiarly our own. 
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We see today the osteopaths, osteothera- 
peutists, vitopaths, somatopathists, ocult- 
ists, Christian Scientists, and advertising 
specialists of all kinds, posing as healers 
of the sick, clamoring for official recogni- 
tion, charging for their services a fee 
which compares favorably with our own, 
and securing a patronage which makes us 
blush with shame at our own ill-success. 
Is it not humiliating to see patients seek- 
ing advice and finding relief by unethical 
means, when we, the followers of the regu- 
lar schools, inheriting its traditions, 
trained in its principles, and disciplined 
in its laboratories of anatomy, physiology, 
pathology and therapeutics, are silently 
passed by? 

We see also the patent and proprietary 
medicine vendors reaping ever-increasing 
harvests through channels of commercial- 
ism denied the regular ethical physician. 
This can only be interpreted as a growing 
lack of confidence in him by the public. 

In view of these conditions can we fail 
to ask the question, why does such a condi- 
tion of affairs exist? Where does the re- 
sponsibility lie? What is the remedy? 


It is obvious that the ever-increasing 
following of these cults and the growing 
numbers of consumers of patent and pro- 
prietary medicines show something rad- 
ically wrong in the practitioner himself, 
else the erstwhile confidence of the pa- 
tients in the physician would be irrevoca- 
bly fixed or grow stronger. If we physi- 
cians are to blame, let us not evade the 
issue nor shirk the responsibility, but 
frankly acknowledge our shortcomings 
and endeavor to remedy the evil on ra- 
tional lines. Do cults utilize unknown, 
unphysiological means, or are they well- 
known physiological measures developed 
and elevated to the dignity of a profes- 
sion? We must undeceive ourselves if we 
consider for one moment that these cults 
do not obtain good results. 

No one who has studied their methods 
and been brought in contact with the re- 
sults can fail to acknowledge that in spe- 
cial cases they succeed where the regular 
physician has failed. We do not mean to 
infer that every regular physician would 
have failed in individual cases. It is re- 
sults that patients seek and they are per- 
fectly indifferent as to the means em- 


ployed. If we are unsuccessful in our 
methods and the unethical practitioner is 
successful, must we blame the patient and 
condemn the cult? Is it not better, first, 
to investigate and inform ourselves thor- 
oughly of the methods employed before 
we publicly condemn and by our condem- 
nation heap opprobrium upon ourselves? 
If there be an atom of science in their 
practice, though obscured by the impedi- 
menta of charlatanism, should not our at- 
titude be to rediscover and scientifically 
crystallize it? If we neglect to utilize eth- 
ically that which is within our reach; and 
others do, unethically, who is to blame? 


Let us briefly pass in review our present 
relationship to the patient. The epoch- 
making ‘strides which medical knowledge 
has made in the last half century have put 
into the hands of the physicians weapons 
of defense and offense against disease lit- 
tle less than miraculous. Investigations 
have been pursued along many lines and 
the growing store of medical knowledge 
has increased so rapidly that it seems al- 
most impossible for any man to keep pace, 
hence has: developed specialism, and the 
patient is now tossed from physician to 
surgeon to specialist ’till he or she knows 
not whence to seek relief. This condition 
of things has resulted in the lessened pres- 
tige of the family physician, who should 
still remain the diagnostician and deter- 
mining factor in the method of treatment 
to be pursued, or the specialist to be con- 
sulted. The tendency seems to be for the 
layman to diagnose his own case and lay 
his symptoms directly before the specialist 
whose knowledge of general causation is 
often unfortunately so limited that he 
fails to recognize a constitutional affec- 
tion and goes dabbling away in a localized 
area, frequently to the serious and irre- 
parable injury of the patient. 


Our profession has had, and is having, 
its manias on whose temporary altars 
many a life has been, and is being, for- 
feited. It requires no great stretch of 
memory to carry us back to the drug-ma- 
nia days when concoctions were devised 
and doses given that were not only repel- 
lant and disgusting to the suffering pa- 
tient, but threatened his very existence. 
Was it an unhealthy reaction from such 
monstrous and fatally depressing over- 
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medication that led to the introduction of 
homeopathy? Its original tenets are 
spurned now by every sane man, but the 
results obtained through the practice of 
homeopathic methods proved to every one 
that the profession was over-drugging and 
it has been wise enough to profit by it. 
The followers of homeopathy today have 
departed from the rules upon which the 
system was founded, and are now em- 
ploying rational methods, though under a 
false hypothesis. 

The introduction of aseptic methods en- 
abled the surgeon to broaden his field, 
forego conservatism and attempt opera- 
tions hitherto undreamed of outside the 
realms of insanity. So aggressive has he 
become on occasion that a passing pain 
has been but the necessary incentive to 
the ablation of some structure of more or 
less physiological importance. 

Pathology, too, has run the gauntlet’ of 
-undivided medical attention and has 
thrown light upon morbid processes hith- 
erto obscure. It has enabled us mentally to 
recapitulate the progress of disease and 
prognosticate the inevitable result. En- 
chanted by its revelations, patients are 
considered living laboratories for bacterial 
evolution, and not individuals who seek 
our advice to be relieved from suffering. 
Our medical courses have become so al- 
tered by its exaggerated importance that 
clinical teaching is everywhere sacrificed 
to its investigations, and we graduate 
from our medical institutions more fa- 
miliar with the conditions of the dead than 
with the morbid living. 

The laymen, too, are not free from ma- 
nias and no matter how preposterous may 
be the claims of any cult, it always has 
its professed followers. Homeopathy be- 
came a fad for many years and eventually 
modified our methods of drug medication, 
and now we find two other flourishing 
cults, the osteopaths and Christian Scien- 
tists, prominent and successful healers of 
the sick. 

_For this condition of things the physi- 
clans are not free from reproach. They 
are at fault if judged from two stand- 
points, — first, diagnosis; second, thera- 
peutics. In regard to the first, the cur- 
sory examination so often made and fol- 
lowed by the inevitable prescription, is too 
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common and well-known even for com- 
ment. The most frequent mistake in diag- 
nosis, however, is the failure to distinguish 
between organic and functional troubles. 
The number of organic troubles which 
can be simulated in a functional patient 
is legion, and the failure to recognize the 
neurosis leads more physicians into a 
helpless attitude than anything else,— 
discouraging alike to both. A physician 
should never attempt to relieve a pain, 
headache or any other symptom of any de- 
gree of chronicity without first ascertain- 
ing if functional stigmata be present, and 
no well trained modern physician should 
be ignorant of them. If a patient pos- 
sess one or more of these, attention should 
be directed toward the treatment of the 
functional trouble; else will be localized 
symptoms complained of be aggravated 
by drawing the patient’s attention to them. 


The next great fault of the physician is 
his ignorance of therapeutics. To such an 
extent does this exist among our profes- 
sion that in some quarters a therapeutic 
nihilism is openly advocated and prac- 
ticed. Some physicians feel that their 
duty is done when they have made a diag- 
nosis and informed the patient of his im- 
pending danger, meanwhile growing en- 
thusiastic over the beautiful case pre- 
sented. 


It may be asked, did that patient seek 
the physician’s advice to put himself on 
exhibition or to obtain relief? Did he pay 
the price to be informed that he would die 
soon or to seek to have his life prolonged ; 
to subserve the ends of science or to have 
the ever-buoyant hope cheered, strength- 
ened and encouraged, and not absolutely 
crushed by us, the arbiters of life and 
death? Patients seek us because they are 
sufferers mentally or physically. They 
come to be encouraged, cheered, relieved, 
to learn wherein they have deviated from 
the paths of health, and to be directed 
into the proper channels; in other words, 
to seek our advice and assistance. A 
great mistake which so many men make 
is that they consider their patients’ cases; 
the personality, the individuality is left in 
abeyance. They are merely complicated 
myriads of cellular units more or less har- 
moniously arranged, working somewhat 
automatically under the guidance of a ma- 
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terial nervous organism, and requiring at 
times a dose of oil or an occasional abla- 
tion of some diseased part. Mind, men- 
tality and its dominating influence never 
enter into the question, are never consid- 
ered: a patient is only a case. The phy- 
sician’s knowledge can admit of nothing 
more. Therefore it does not exist. Be- 
cause we can not see the ether impulse 
utilized in wireless telegraphy pass, must 
Wwe say it does not exist, but that the ef- 
fects at the receiver must be due to the 
chicanery or the secret machinations of 
its advocates? If an untrained eye sees 
as much beauty in a chromo as in a Ra- 
phael, on whom does the criticism reflect? 
If we deny the power of mental influence 
it does not negative the possibility of its 
existence. There is as much common 
sense in the one asin the other. The phy- 
sicians who ignore mental influence in dis- 
ease overlook a cardinal principle in prop- 
erly diagnosing morbid processes. 


In regard to modern therapeutics, treat- 
ment should not be confined to the admin- 
istration of drugs, as is so erroneously 
thought and so commonly practiced. It is 
but one measure in the means of relief at 
the disposal of the well-equipped physi- 
cian. Properly taught therapeutics should 
have some such grouping as the following: 
hygienic, dietetic, drug, surgical, electro-, 
radio-, mechanical, serum, mental, hydro- 
and organo-therapy. 


If we would succeed as physicians, we 
must be able to direct patients to the prac- 
titioners of the different therapeutical 
measures if we do not practice them our- 
selves. Otherwise, let us not impute 
blame to patients if they seek relief by 
measures of which we are ignorant, whose 
practitioners we disregard, and their re- 
sults minimize. 


That the osteopathic physicians do get 
results is not surprising. They have util- 
ized well-recognized physiological princi- 
ples in the founding of their system 
which we physicians have practically ig- 
nored, or at least have but trifled with in 
our methods of treatment. 


The principles are these: that the indi- 
vidual cells of the body depend ‘for their 
activity not only on a proper supply of 
fresh air and nutriment, but also on proper 


innervation. The sympathetic nervous 
system controls the quantity of blood sup- 
plied to any definite part, through its dis- 
tribution to unstriped muscular cells. It 
also controls secretion, excretion, and in 
fact all the organic reflexes. The ganglia 
of this system are so located in relation 
to the articulations that they can be stim- 
ulated by mechanical movements through 
methods utilized by the osteopaths and 
teachers of physical culture. Hence they 
are in a position directly to influence and 
stimulate the nutrition of any organ. They 
aim at adjustment through deep-seated 
nerve and circulatory stimulation. 


By the same methods they can often 
succeed in breaking down old adhesions 
and thus restore physiological function in 
organs sluggish or inactive. They have in 
consequence a large field in which to op- 
erate and obtain results which we thera- 
peutists fail to get, not because we can not 
understand but will not, through igno- 
rance and blind prejudice against the 
adoption of such means. The name osteo- 
pathic is a misnomer. Its founder sup- 
posed that all deep-seated congestions were 
due to displaced bones or mild forms of 
dislocation, and by the restoration of 
these, the symptoms were relieved. Oc- 
casionally this may be true, but deep- 
seated congestions which are responsible 
for many pathological conditions are di- 
rectly influenced and relieved by mechan- 
ical means. 

Massage as generally practiced has only 
a superficial or reflex action, and does not 
affect to influence deep-seated congestions 
except in a very mild manner. Those of 
us Who confuse massage and osteopathic 
methods have never taken the trouble to 
investigate the latter. 

These methods of treatment, viz: osteo- 
pathic, physical culture, massage, etc., 
should all be grouped together under some 
such nomenclature as mechanical therapeu- 
tics, and be practiced by men who are will- 
ing to treat patients requiring such manip- 
ulations, and not leave them for a class of 
men, some of whom, through their igno- 
rance of pathology and etiology, blunder 
along, frequently doing more harm than 
good, while affecting to relieve everything. 
Within proper limitations mechanical the- 
rapeutics could be made a strong arm of 
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the medical profession instead of a suc- 


cessful rival as it now is. 


Is it not surprising what a small interest 
today physicians take in mental therapeu- 
tics? Why is it? Does the natural spirit 
of opposition innate in man resent the in- 
trusion of charlatanism in his domain to 
such an extent that, disgusted, he nega- 
tives the possibility of mental influence? 
Or is it because, through the lack of in- 
vestigation, he is absolutely ignorant of 
mental phenomena and relegates all such 
to the domains of superstition and dis- 
eased imaginations? 


No matter what the cause, the physi- 
cian’s neglect of mental therapeutics has 
resulted in the gradual development of 
that now widely disseminated cult, Chris- 
tian Science, and its congeners. Al- 
_ though the philosophy upon which the sys- 
tem is founded is as illogical as it is fool- 
ish, still the methods of treatment adopted 
are absolutely in accord with the princi- 
ples of suggestive therapeutics. 


Modern methods of living, among the 
wealthy classes particularly, conduce to a 
condition of hypersensitive introspective- 
ness, and the social habit of comparing 
notes in regard to subjective sensations 
and objective symptoms leads to a series 
of imaginary ills purely functional in char- 
acter but sufficiently real to incline them 
to seek medical aid. If the specialist con- 
sulted should perchance find some local 
hyperemia and advise treatment, the fixed 
. pathological idea in such an individual is 
almost certain to become aggravated in- 
stead of bettered. It is this class of peo- 
ple which the Christian Science philoso- 
phy will cure by training the patients to a 
condition of mental passivity and recep- 
tivity, and by suggestive therapeutics in- 
cline them to the idea of material nihilism 
and consequently the subjective sensory 
impossibility. This mental influence over 
our sensations, though openly recognized 


as a cardinal principle by all students in 


experimental psychology, is still an abey- 
ant factor in practical medicine. It is, 
however, that principle which we uncon- 
Sciously practice when patients are 
cheered, encouraged and bettered by the 
physician’s visit, even before the dose is 
administered, and the administration of 
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which will be the more effective in propor- 
tion to the confidence and faith which the 
patient has in him. Mental therapeutics 
should be taught to every student before 
he begins his regular professional work, 
and thus reclaim this vast domain from 
the practice of charlatanism, which now 
practically controls it. 


Fortunately, electro-therapeutics has 
been rescued from these fields, although 
there are a great many reputable physi- 
cians today who practically deny any thera- 
peutic value to these methods. Their igno- 
rance of the subject is to be deplored, and 
we are glad to say is confined chiefly to 
those older physicians who have never tax- 
ed their mental capacity with its acquaint- 
ance and whom time will make important 
factors as active opponents to their use. 


Serum therapeutics has fortunately 
never been out of the hands of skilled, 
ethical scientists and probably never will. 
It is to be hoped so, at least. 


What shall we say of drug commercial- 
ism? It is true, as above stated, that the 
patent and proprietary medicine vendors 
are reaping harvests while we, the honest 
workers, are suffering. Are we altogether 
blameless ? 


If we were to examine the prescriptions 
which come into any recognized drug shop 
we would probably be surprised to see a 
tremendous percentage of them prescribed 
by number or copyrighted name, with 
some manufacturing company’s name be- 
neath. The physician often has the 
haziest idea of the contents of the. prepa- 
ration or the dosage he prescribes, but 
does so because it is recommended by the 
manufacturers. The manufacturer recog- 
nizes that palatability is a sine qua non 
of its marketability, and sacrifices physio- 
logical essentials to that end. On run- 
ning over the list of drug preparations in 
the form of pills, tablets, etc., it is most 
striking to find the most ridiculous physio- 
logical incompatibles combined and la- 
beled as cure-alls for affections of differ- 
ent organs or different symptoms. It all 
goes to show that we who have been and 
still are largely drug physicians, are los- 
ing the art of prescribing and leaving that, 
upon which largely our claims as physi- 
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HUNDRED CASES IN OR- 
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cians are based, in the hands of manufact- 
uring chemists who flaunt their elixirs, 
peptonoids, migrain tablets, kidney pills, 
etc., before the physician, who readily be- 
comes their prey because of his inability 
to prescribe physiological, compatible, pal- 
atable preparations. 


We ourselves are to blame for this state 
of affairs and must inwardly reform be- 
fore we endeavor to reform others. If we 
did our work properly, scientifically and 
honestly, and understood thoroughly the 
art of prescribing, there would be no need 
of the palatable shotgun preparations that 
the patent and proprietary medicine ven- 
dor manufactures. In each one there is 
some well-known drug on which its virtue 
depends and in selected cases does good. 
If we fail to cure our patients and the 
manufacturing chemist does, whe is to 
blame? It requires little logic to reply. 


In our teaching institutions lies the 
remedy. Our professors of therapeutics 
must know and be able to teach some- 
thing more than drugs if they would in- 
struct students how to take care of pa- 
tients properly, and thus retain and per- 
petuate the prestige of the profession we 
have inherited. Every one of the above 
mentioned branches of therapeutics has 
its value in individual cases, and by under- 
standing thoroughly and putting them 
into practice, we would do more to smother 
our charlatanism than all the legislation 
adopted to that end. 


In conclusion, if we would war success- 
fully gainst osteopaths let us utilize their 
methods, if on fair-minded, judicial in- 
quiry they are found to be physiological, 
and adopt mechanical therapeutics as one 
of our every-day measures. If we would 
destroy that abnormal growth, Christian 
Science, let us recognize and learn some- 
thing about mental phenomena and adopt 
their healing principles by the establish- 
ment of a department of mental thera- 
peutics in our colleges. If we would do 
away with patent medicines, let us learn 
at least the physiological action and dos- 
age of drugs, and the art of prescribing 
them intelligently without utilizing un- 
physiological, incompatible, pharmaceuti- 
cal nostrums. 


By H. W. RIcE, M.D., 
Columbia, S. C. 


INTRODUCTION 


The object of this paper is to consider 
the data obtained in an epidemiological 
study of 200 pellagrous children in or- 
phanages. Of these, 182 were in a local 
institution; the others were observed in 
another orphanage. The more intensive 
study was made in the local institution, 
and covers four epidemics. One hundred 
and fifty of these children have been un- 
der direct observation. The information 
of about thirty others was obtained 
through the Head Nurse, who has been in 
charge fifteen years, and whose experi- 
ence enables her to recall the disease in 
these cases. Several of these early cases 
were reported by Dr. J. W. Babcock, in 
1907.1 Prior to that time no medical 
records are available of the pellagra cases. 
In the total number of 245 children, there 
are now in the Orphanage 150 who have 
had one or more attacks of pellagra. 

The following table gives the distribu- 
tion of cases according to the year of oc- 
currence. The table gives the number of 
eases for each year, the new cases and re- 
lapses being given in separate rows: 

TABLE I. 
Year 


New cases in| | | | | | | 
newcomers...| 1| 0! O! O! 1] 4] 0} 2| 2 13 271 16 


New cases in | | lJ | | | | | | 

_old_ residents! 6! 2! 0} 2) 19] 2| 24| 2% 

Recurrences ..| 0] 0| 1] 3] 8| 6] 24) 19| 27| 70 
Totals ..... | 1] Of Of Of Of 9} 6} 6! 5} 19} 10] 56] 22] 78) 112 


As will be noted, no cases are reported 
between 1901 and 1906, though it is more 
than likely that the disease existed in its 
mild form unrecognized during those 
years. During the last three years appli- 
cants for admission to the Orphanage have 
been required to furnish from their fam- 
ily physicians certificates giving their per- 


*Read before the Third Triennial Meeting of 
the National Association for the Study of Pella- 
gra, Columbia, S. C., Oct. 21-22, 1915. 
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sonal and family histories. On arrival at 
the Orphanage a thorough examination is 
made and special efforts are used to de- 
termine whether or not the applicant has 
had a previous attack of pellagra. Of 
course, this method does not reveal all of 
the imported cases. A former attack of 
pellagra was discovered in sixteen in- 
stances. From the first of January to the 
first of June or longer, frequently routine 
inspections of the entire population were 
made to detect the earliest evidence of 
pellagra in the children. In this way the 
development of new cases and that of re- 
currences Were promptly recognized. 


RECURRENCES 


The rate of recurrences varied consid- 
erably in the different epidemics. Of 47 
cases in 1912 which remained in the Or- 
phnage, 20, or 43%, had a recurrence in 
1913; of 24 in 1913, there were 16, or 
67%, which had recurrence in 1914; and 
of 74 cases in 1914, 59, or 80%, were 
again attacked in 1915. September 1, 
1915, there were in the Orphanage 60 
_ children who had had one attack, 54 who 
had had two attacks, 17 three attacks, 10 
four attacks, and 3 five attacks. Among 
those who had escaped one year, there 


were 19 recurrences; among those who- 


had missed two years, 8 recurrences; 
among those who had missed three years, 
1 recurrerice, and of those who had missed 
5 years there were 2 recurrences. Hence 
the escape of three years from an attack 
seems to make a child practically immune 
from subsequent recurrences. In the analy- 
sis of epidemiological data as well as in the 
method of obtaining the same, a good deal 
depends upon the viewpoint of the inves- 
tigator. Therefore, the writer offers the 
results of his study simply for whatever 
value they may have to the student of 
this protean disease, realizing fully that 
there are those who may take issue with 
his method. And no one can be more cog- 
nizant of the incompleteness, in many 
ways, of the data obtained than the writer 
himself. 


MAIZE THEORY 


From the outset it was felt that an op- 
portunity presented itself to test the maize 
theory. For three years previous to 1912 
home-grown corn, ground weekly, had 


been used in the Orphanage dietary. Dur- 
ing the Spring of this year 43 cases of 
pellagra developed in the institution. As 
a trial the use of all corn products in the 
diet was suspended in July, 1912. During 
a period of fifteen months, or until Octo- 
ber, 1913, no more corn was allowed. Be- 
tween these dates 3 new cases and 19 re- 
lapses of pellagra occurred. One of the 
new’ cases developed in a child two weeks 
after admission and the other 2 cases pos- 
sibly were relapses in children in whom a 
previous attack had been overlooked. 
However, for reasons of economy, corn 
was restored to the diet in October, 1913. 
The following Spring (1914), 52 new 
cases of pellagra and 27 relapses occurred. 
These cases developed within six months 
after the resumption of corn. Again corn 
was excluded and from May 1, 1914, to 
May 1, 1915, the children were on a corn- 


free diet. During this period, ten months 


after the exclusion of corn, 30 new cases 
and 50 recurrences developed. (See chart.) 


CHART 
1912 1914 
1913 
....19 recurrences .... 50 recurrences 
. 3 new cases e ... 30 new cases 
Corn Corn No Corn Corn 


(15 mos.) (7 mos.) (12 mos.) 


— 26 new cases — 52 new cases 


— 17 recurrences — 27 recurrences 


Showing number of cases in the four epidemics from 1912 
to 1915 inclusive, with relation to the use and non-use of 
corn in the dietary. Dotted lines represent time corn was 
excluded. 


INCUBATION PERIOD 


Although these experiments may not be 
conclusive evidence against the maize the- 
ory, the results are significant. The whole 
question, of course, depends upon the in- 
cubation period of pellagra. Sandwith 
and Merke? are disposed to consider this 
to be between nine and twelve months. 
Sambon thinks it may be as short as two 
weeks. There are other authorities, as 
for example Scheube,’ who disbelieve in 
any definite incubation, holding the view 
that the disease may develop after a long 
period of ill-defined symptoms. Limiting 
the discussion for. obvious reasons to the 
new cases occurring among the older resi- 
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dents, that is, those who had been inmates 
a longer period than twelve months, 
there were two groups of cases consisting 
of 24 each (see Table No. 1). In one 
group, pellagra developed six months after 
the resumption of corn. Just prior to that 
period was the fifteen months of corn-free 
diet. The other group occurred ten 
months after the exclusion of corn. If 
both groups were due to corn, the incuba- 
tion appears to have varied widely in the 
two series of cases. In one instance it 
was within six months; in the other it 
must have been over ten months, since 
no corn had been eaten for ten months 
prior to the appearance of the erythema. 
This, of course, raises the question as to 
whether the erythema is to be considered 
the starting point of the disease. Mani- 
festly in adults such is not the case. In 
children, however, in the large majority 
of cases there appear to be no premoni- 
tory symptoms and the dermatitis consti- 
tutes the only evidence of the disease, a 
fact well recognized among students of 
pellagra. 

In 42 cases, the length of time from ad- 
mission to the Orphanage until the first 
erythema was as follows: 

At the end of 8 months, 5 cases; 

At the end of 6 months, 15 cases; 

At the end of 4 months, 5 cases; 

At the end of 3 months, 4 cases; 

At the end of 2 months, 7 cases; 

At the end of 2 weeks, 6 cases. 

These cases would tend to show that the 
incubation may fall short of six months. 
As is seen, twenty-nine of these cases had 


been in the Orphanage more than three 
months. 


PREDISPOSITION 


Authorities seem to agree that this is an 
important factor. Any cause of lowered 
vitality may furnish the soil suitable for 
the development of pellagra, just as it 
does for many other diseases. It may be 
inherited weakness, poor nourishment, 
coincident disease, an operative procedure, 
age, sex, or alcoholism. 

1. Hereditary Weakness.—The cause of 


death assigned for one or both parents of 
74 children of this series was as follows: 


Pnenmonia, one parent... 22 
Heart disease, one parent... 3 


Of these parents, 50% died of diseases 
that transmit lowered resistance. Fre- 
quently ill health in the living parent ac- 
counts for the presence of the child in the 
Orphanage. We have here no informa- 
tion of the part possibly played by alco- 
holism in the cause of death from pneu- 
monia in the parents. In a former paper? 
the opinion was expressed that in orphan- 
ages usually we are not dealing with av- 
erage normal children; that they are not 
only the victims of inherited disease, but 
frequently the offspring of poverty and 
degradation. 

2. Age.—In the-report of the 1912 epi- 


TABLE II. 
ORPHANAGE INMATES 
80% 20% 
GENERAL POPULATION 
(Thomp. McFad Com. Sec. Prog. Report.) 
| 13 [14 114 [16 [11 [10 | 10] 11] 3] 10| 4| 4] 3] 7] 919) 
76% 244% 
MILL POPULATION 
(Thomp. McFad Com. Sec. Prog. Report.) 
Wis 
+ 
79.1 20.9% 
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demic of pellagra in this Orphanage’ it 
was observed that 79% of the cases oc- 
curred in children under twelve years of 
age when the disease developed, whereas 
only 42% of the children then in the Or- 
phanage were under twelve years. In the 
1915 epidemic, 65% of the new cases were 
in children under twelve, whereas only 
39% of the inmates were under that age. 
Table II shows the number of cases that 
occurred in each year of life from four to 
nineteen when the first erythema devel- 
oped. 


It is seen that there are no cases under 
four years, and but two over fifteen. Chil- 
dren under four are not accepted in the 
Orphanage and but few remain after the 

- sixteenth year, when they are supposed to 
have completed the school course. From 
this table we find that of 182 pellagrins, 
147, or 80%, developed the diseasé prior 
to the twelfth year, while only 35, or 20%, 
were beyond that age. Of 67 pellagra cases 
between four jand seventeen years of age 
reported from seven mill villages by the 
Thompson McFadden Commission,* 79% 
developed their first erythema before the 
twelfth year. Also of 130 cases in the 
general population of one county, 99, or 
76.1%, developed pellagra before the 
twelfth year. It is thus seen that the age 
incidence is practically the same in the 
general population as in orphanages. 


8. Diet—An effort has been made to 
determine whether this age distribution 
of our cases might be traced to a differ- 
ence in the diet of the children. The food 
for all the inmates is prepared in the same 
kitchen, but it is served in two dining 
rooms, one in the upper story and the 
other in the lower story of the same build- 
ing. The occupants of the respective 
rooms are selected according to age and 
the school grade to which the children be- 
longed, the younger children being as- 
signed to the lower and the older ones to 
the upper room. Transfers from the lower 
to the upper room are made as new chil- 
dren, who are usually the younger, enter 
the Orphanage. The average age of the 
children on admission has been eight and 
one-fifth; average age of the appearance 
of the symptoms of the disease, nine years. 
It was found that there is a slight differ- 
ence in the diet of the two dining rooms. 


In the lower room, where the smaller 
children eat, practically no meat is al- 
lowed except the bacon boiled with the 
vegetables and a portion of the forty 
pounds of beef which is supplied for the 
entire population once a week. The chil- 
dren do not care for the boiled meat, and 
so in this dining room the small allowance 
of beef is all the meat eaten. In the up- 
per dining room, in addition to the beef 
and boiled bacon, a group of the older 
boys who work on the farm and in the 
shops, about eight in number, have fried 
bacon daily for breakfast. One table of 
the larger girls has the fried bacon less 
frequently, perhaps three times a week. 
All of the other children in this room get 
bacon only occasionally. No other obvious 
difference exists in the diet of the two 
rooms. It may be noted that none of the 
children get more than one small slice of 
bacon for breakfast. Of the 77 children 
eating in the lower dining room all were 
under twelve years of age. In the upper 
room were 21 children slightly older than 
those, but also under twelve years. A 
child who had not been transferred to 
the upper room as long as twelve months 
was counted as belonging to the lower 
room. Of the 77 in the lower room, 68, 
or 88.5%, have had pellagra, while of the 
21 under twelve in the upper room, 18, or 
85%, have had the disease. It is seen that 
the percentage of cases in children under 
twelve years remains practically the same 
whether they belong to the upper dining 
room, where fried bacon was sparingly 
served, or to the lower dining room, where 
none was allowed. Of the 151 children 
in the upper room who are over twelve 
years, 62, or 41%, have had one attack or 
more of pellagra. If we take only the 
children who had an attack in 1915, of the 
77 in the lower room, 63, or 83%, were 
affected, while of the 21 under twelve in 
the upper room, 14, or 66.6%, had the dis- 
ease. Of the 151 children in the Orphan- 
age over twelve years of age in 1915, 35, 
or 23.1%, were affected. Hence from 
whatever standpoint these cases are 
studied, the incidence in children under 
twelve always greatly exceeds that in those 
over that age in this institution. As will 
be seen from Table II the greatest number 
were ten years old when the first erythema 
developed. 
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Aside from the difference in the diet 
above noted, certain other less obvious 
discrepancies seem to enter into the actual 
consumption of the food by the respective 
classes. The larger girls assist in the 
cooking and serving of the meals and the 
larger boys do the milking. From six- 
teen to twenty girls and an equal number 
of the boys are thus engaged. The girls 
work in sets, one set being on duty for a 
month at a time, and in the course of a 
year practically all of the larger girls have 
from two to three months’ service in the 
kitchen or dining room. The boys who 
do the milking rotate less frequently. 
There is no doubt that the girls do appro- 
priate the food; or “hook” it, as they say, 
for themselves and for their friends who 
happen not to be on duty at the same time. 
The bovs are known to drink of the milk 
also before it is delivered to the kitchen. 
It is thus seen that practically all the 
larger children have an advantage over 
the smaller in that respect. What part 
these factors play in the unequal distribu- 
tion of the food or in the age incidence of 
the pellagra cases is, of course, problem- 
atic. Though it was noted during the first 
general inspection of the children at the 
beginning of the 1915 epidemic that a very 
large proportion of them were in a low 
nutritional state, it was not apparent that 
the smaller children were in a worse con- 
dition than the larger ones. Moreover, 
as already pointed out, the Thompson Mc- 
Fadden Commission, investigating pella- 
gra in the private home, also found the 
same higher incidence of the disease in 
the smaller children. As yet no evidence 
has been brought forward to show a dif- 
ference in the feeding of the small and 
large children in the home. 

It must be admitted, however, that in 
the general dietary of this Orphanage, as 
well as in that of other similar institu- 
tions, there is consumed an excess of the 
less expensive carbohydrate foods, while 
the more expensive protein animal foods 
are supplied in conspicuously small 
amounts. The exact proportion of the 
several classes of foods could not be as- 
certained. For the last four years the 
quantity of meat per capita per day con- 
sumed in this institution has been less 
than 1 1-11 oz., while 1-3 pint of milk per 
capita per day for all purposes would be 


an outside figure. And it must be ob- 
served here that three-fourths of this 
11-11 oz. of meat was salt pork, which 
contains only a small per cent of proteins. 
A considerable portion of the milk is used 
for cooking and the sick children and adult 
workers get a larger share than the others, 
which reduces the allowance for the other 
inmates practically to a negligible quan- 
tity. The report of the Illinois Pellagra 
Commission’ on the dietary of various 
state hospitals showed that the largest 
consumption of meat in any of these insti- 
tutions averaged 10.65 oz. per capita per 
day, which was considered by the Commis- 
sion to be below the quantity desirable. 
Yet it is nine times as much as is usually 
consumed in this Orpranage. It was 
noted by the Commission that, following 
a reduction in the amount of meat in cer- 


’ tain of the hospitals, there was an in- 


crease in the number of cases of pellagra, 
whereas, in some institutions an increase 
in the meat constituent of the diet re- 


sulted in a reduction in the amount of pel- © 


lagra. Inquiry was made of three other 
orphanages in South Carolina as to the 
total quantities of the different constitu- 
ents of the diet furnished their inmates. 
Each of the three institutions reported 
the occurrence of but one case of pellagra 
for 1915. In one of these orphanages the 
average amount of meat and milk con- 
sumed per capita is twice as much as in 
the institution under discussion. In an- 
other the milk consumed is double the 
quantity allowed in this Orphanage, and 
in other respects the diet seems to be more 
liberal. In the third orphanage the per 
capita consumption of milk is about the 
same, but twice as much meat is supplied 
and a more varied diet obtains. It may 
also be mentioned in this connection that 
the evidence seems to show that the quan- 
tity of meat and milk consumed in the local 
Orphanage under discussion for the last 
several years has not been increased in 
proportion to the increase in the popula- 
tion. This applies also to the allowance 
of peas and beans consumed. Moreover, 
the Orphanage depends upon its own farm 
for the supply of these legumes, and the 
crop has been shorter than usual for the 
past few years. It is to be hoped that 
from this agitation of the question of the 
proper feeding of children in orphanages 
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may result a standardization of the diet- 
ary of such institutions. The per capita 
consumption of meat and milk was com- 
puted from the total amounts of these 
articles furnished for'a year by the several 
orphanages. 


4. Sex.—Of 200 cases of pellagra, 92 
were females and 108 males. In the local 
Orphanage of 182 pellagrins, 83 were fe- 
males and 99 males. During the 1915 ep- 
idemic, of 129 females in the institution, 
40, or 31%, were affected, while of 112 
male inmates 72, or 64.2%, had the dis- 
ease. In the children under twelve years 
of age, of 43 females, 21, or 48.3%, had pel- 
lagra, and of 63 males, 55, or 87.3%, were 
affected. In the children over twelve years 
of age, of 86 females 19, or 22%, were af- 
fected during’ the epidemic of 1915, while 
of the 49 males in the institution over 
twelve years, 17, or 32.6%, had pellagra. 
In other words, the incidence in children 
under twelve years was nearly twice as 
high in males as in females; whereas in 
children over twelve it was one and one- 
half times as high in the males during 
the 1915 epidemic. The relative decrease 
in males after the twelfth year of age is 
due to the fact that a greater proportion 
of the boys than of the girls leave the or- 
phanage before the completion of the 
school course. This disparity in sex. inci- 
dence possibly is susceptible of various 
explanations. It may be contended that 
the large girls are better nourished than 
the large boys owing to their opportunities 
to help themselves to the food while serv- 
ing the meals, yet the smaller girls who 
are not thus favored also show a lower 
incidence than the smaller boys. As ob- 
‘served above, certain proportion of the 

. larger boys do the milking and so have op- 
portunity to drink some of it on the sly. 

A rather significant observation through- 
out the several epidemics of pellagra has 
been the prevalence of an unusual amount 
of superficial infections among the chil- 
dren such as ophthalmia, furunculosis, 
and infection of minor wounds. These 
disturbances are well known attendants 
of poor nutrition and uncleanly habits. 
If disobedience of the laws of hygiene is 
at all a factor in pellagra, the small boys’ 
chances of contracting it are notoriously 


enhanced. In view of the fact that the 
skin lesions often are the only manifesta- 
tion of the disease in children, it may be 
that the erythema occurs more frequently 
in the boys because of their greater ex- 
posure to the sun in out-of-door games and 
on the farm. So that the disproportion in 
the sexes may be more apparent than 
real. In barefooted children the rash of- 
ten occurs only upon the dorsa of the feet 
and calves of the legs. In the children 
wearing shoes the year round, these parts 
are rarely ever affected, the erythema be- 
ing confined to the backs of the hands and 
forearms for the most part. These facts 
may help to account for the greater recog- 
nizable incidence of pellagra in the 
younger children who compose the bare- 
foot class. 


5. Coincident Diseases. —The occur- 
rence of other diseases in children may 
not only add to the gravity of pellagra, 
but may be the exciting cause of the latter 
disease. During the course of an attack 
of typhoid fever, pnuemonia or other in- 
fections, a patient may exhibit for the first 
time the pellagrous syndrome. The one 
death in the last 150 cases of pellagra in 
this Orphanage was that of a child who 
developed uremia during an attack of 
mumps. No evidence of pellagra had been 
found until after urinary suppression had 
existed several days when the classical 
picture flared up,—erythema, sore mouth, 
diarrhea, vulvo-vaginitis, proctitis and 
mental involvement. In several of our 
cases pneumonia was complicated by the 
pellagrous syndrome. The writer knows 
of two deaths that occurred outside of the 
Orphanage in which pellagra complicated 
typhoid fever in children under three 
years of age. In both cases a positive 
Widal was obtained; and in neither child 
had any evidence of pellagra been discov- 
ered prior to the typhoid attack. 


6. Immunity in Pellagra—(a) Refer- 
ence to Table III will show that of 166 
cases of pellagra, 78, or 47%, developed 
in newcomers during the first year’s resi- 
dence at the Orphanage; 23, or 13%, in 
the second year; 25, or 14%, in the third 
year; and 17, or 10%, in the fourth year; 
and 23 in subsequent years. 
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TABLE III. 
(Garrison, So. Med. Jr. 8-15) 
ORPHANAGE HOME . 

Ist yr. Res........| 78 | 47% |llst 46 | 52.5% 
2nd yr. Res........| 23 | 13% |J2nd yr. Res......... 24 | 27.2% 
3rd yr. Res........ | 25 | 14% |I3rd_yr. Res......... 10|11 % 
4th yr. Res.......- | 17 | 10% ||4th yr. Res.........| 
| 23 | 16% ||Subs. yrs. ........- | 8] 9% 


curred during the first two years’ resi- 
dence in the Ornhanage. Our experience 
leads to the belief that the greater inci- 
dence in the first year’s residence is not 
due solely to cases unrecognized on admis- 
sion to the Orphanage. It was found by 
the Thompson McFadden Commission* 
(also see Table III) that of 88 secondary 
cases in the home, 46, or 52.5%, developed 
within the first year after association 
with the primary cases began, and that 
during the second year, 24 other cases de- 
veloped, or a total of 70 cases, or 89%, for 
the first two years’ exposure to the pri- 
mary case; while in subsequent years the 
incidence fell rapidly. It was frequently 
observed in our study that entire families 
of the newcomers would develop the dis- 
ease during the first epidemic following 
admission to the Orphanage, whereas in 
a given epidemic perhaps but a single case 
would occur in a family of old residents 
who had not previously been affected. For 
comparison nine families representing 
each class were selected. In the nine 
families of old residents who had been 
at the Orphanage an average of four years 
and containing 36 children, 9, or 25%, de- 
veloped their first erythema during the 
epidemic of 1914. In the nine families of 
the newcomers consisting of 37 children, 
31, or 87%, had shown evidence of pella- 
gra during the first year’s residence. Five 
of these are known to have had pellagra 
on admission, which reduces the incidence 
for the first year to 70% as against 25% 
in those with an average residence of four 
years. 

(b) It is a well established observation 
that certain epidemic diseases are char- 
acterized by greater virulence when first 
introduced into a given territory. When 
measles first invaded the Fiji Islands,’ 
40,000 out of a population of 150,000 died 
of the disease within four months. In 
the widespread epidemic of influenza in 
the United States in 1889, after its ab- 
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sence for a generation, the type was much 
severer than that of recent years. Many 
other known infections also exhibit this 
phenomenon. The three deaths from pel- 
lagra that have occurred in this Orphan- 
age were of the first 30 cases. Several of 
the early cases were of the wet type, 
whereas none of the last 150 cases has 
been at all severe. Of 150 cases of pella- 
gra reported from 14 orphanages in the 
South in 1912, six resulted fatally, all of 
them among the first 70 cases that had 
occurred in these institutions. These facts 
remain unexplained if diet is the sole 
cause of pellagra. In the particular Or- 
phanage under discussion, until quite re- 
cently no improvement in diet has been 
coincident with the absence of fatalities. 
(Since September, 1915, this Orphanage 
has been under the direction of the United 
States Public Health Service for the erad- 
ication of pellagra by dietary measures.) 


7. Sanitary Conditions.—Until the Fall 
of 1914, the unscreened surface privy was 
in use at this Orphanage. Following a 
small epidemic of typhoid fever of that 
Summer, a complete water carriage sew- 
age system was installed. It became op- 
erative in November, four months prior 
to the epidemic of pellagra of 1915. Al- 
though the time has been too short to 
justify definite conclusions, the occurrence 
of 60 cases of pellagra by March 8 of this 
year, before the appearance of flies, mos- 
quitos or gnats, lends no support to the 
theory that these insects are carriers of 
the disease. In the epidemic of 1912, it 
was ascertained that 70 children showing 
no symptoms of pellagra had slept with 
pellagrins during the preceding year. To 
this extent, at least, the indictment against 
the bedbug is unsustained! 

Although the occurrence of pellagra in 
orphanages seems to be connected in some 
way with a deficiency in the amount of 
animal food in the diet, the wide varia- 
tion in the proportion of the two princi- 
pal articles,—meat and milk,—consumed 
by the inmates of the several institutions 
investigated as above mentioned tends to 
show that the fault is not necessarily con- 
fined to a lack of either milk or meat alone. 
In other words, an adequate increase in 
the amount of milk or meat or of both 
would be a sufficient correction of the diet- 
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ary. Possibly both meat and milk contain 
the all important “vitamines.” But what- 
ever may be the relation of diet to the 
causation of pellagra in children,it must be 
admitted that the disease frequently devel- 
ops in the apparently well nourished child, 
though the symptoms in these cases are 
mild and of short duration. The typical 
erythema may occur without any premon- 
itory signs observable and passes through 
regular stages to the desquamation; the 
exfoliated surface is left smoother and of a 
lighter color than the unaffected adjoining 
skin. Ultimately the normal consistency 
and color of the skin are restored. There 
may be a mild stomatitis and diarrhea, but 
more often the skin lesions are the only 
evidence of the malady. The same phe- 
nomena may recur for several seasons or 
not at all, though the child remains appar- 
ently on the same diet and in the same 
surroundings. That these children may 
be as well nourished as their non-pella- 
grous mates was shown in a former re- 
port. A group of 29 pellagrins and an- 
other group of 29 non-pellagrins of the 
same age and height were found to be of 
equal weight, while physically, in other 
respects, both groups appeared equally 
healthy. Of course there is the possibility 
that in such a mild type of the disease we 
may have many cases of near-pellagra un- 
recognized. 
Along with these extremely mild cases, 
however, others develop that pursue an 
entirely different course. In a child of 
lowered resistance from hookworm, tuber- 
culosis, syphilis, or hypo-nutrition from 
any cause, the disease is ushered in by the 
typical erythema. But, instead of a tran- 
sitory dermatitis only, we have in addi- 
tion alimentary disturbances, — sore 
mouth, indigestion, diarrhea,—with men- 
tal hebetude or exceptionally mental alien- 
ation. These symptoms may remit sev- 
eral times during the year. Finally an 
atrophic parchment-like condition of the 
affected skin remains. The tongue is bald 
and fissured, the reflexes diminished or 
lost, the mind sluggish and a mild cachexia 
ensues which persists from year to year. 
The victim, stunted in mind and body, is 
never bed-ridden yet always below par, 
and the question naturally arises as to 
whether the pellagra is the effect or the 


cause of the lowered nutritioned state. 
Viewing these observations in their 
broader significance, it is possible that the 
field of sociological endeavor is thus fur- 
ther extended ; for the bearing of the prob- 
lem of pellagra in childhood upon the sub- 
sequent development of the individual is a 
subject of great vital importance that de- 
mands the attention of all who are inter- 
ested in the future welfare of the race. 
Perhaps 10% of these 200 cases of pella- 
gra belongs to the chronic type that prob- 
ably will leave its stigmata upon the vic- 
tims throughout life. 


SUMMARY 


1. The facts in a large per cent. of the 
cases of pellagra in this Orphanage 
strongly discredit an essentially causative 
relation of corn. 


2. The incidence of pellagra is much 
higher in children under twelve years of 
age. The differences discovered in the 
diet of the smaller and larger children 
seem inadequate to account for this age 
distribution. 


8. Children are more than three times 
as liable to develop pellagra during the 
first year’s residence in the Orphanage as 
in any subsequent year. 


4. There appears to be some relation 
between the amount of animal food con- 
sumed and the spread of pellagra in or- 
phanages. 


5. The predisposing factors: age, sex, 
hereditary weakness, poor nutrition and 
coincident diseases, apparently were op- 
erative in this series of cases. 


6. There was no evidence pointing to 
unsanitary conditions or to the insects as 
a cause of the spread of the disease. 
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PELLAGRA IN CHARLESTON, S. C.* 


By W. ATMAR SMITH, M.D., R. M. Pouuit- 
ZER, M.D., and Harry S. 
MUSTARD, M.D., 


Charleston, S. C. 


INTRODUCTION 


Charleston lies on a peninsular ten to 
twelve miles in length and eight to ten 
feet above the sea level, between the Asn- 
ley and Cooper Rivers. These rivers are 
salt throughout that part of their course 
contiguous to the City and merge to form 
an excellent harbor. 

It is one of the largest and most impor- 
tant seaports on the South Atlantic Coast, 
and is one/of the oldest in this country, 
—~ been settled in 1670 by the Eng- 
ish. 

The climate is subtropical. The annual 
average temperature is 65.6° F. The av- 
erage humidity is about seventy-eight per 
cent; and the annual rainfall about fifty- 
two inches. 

The antiquity of the City probably ac- 
counts for its lack of symmetry of con- 
struction. The plan was apparently that 
of right angles, but numerous cross streets 
have tended to divide it into irregular 
blocks which have made possible the de- 
velopment of many small alleys and courts, 
the significance of which has considerable 
bearing upon the great density of its pop- 
ulation. 

The City is surrounded by a number of 
sea islands. Its back country is low, and 
there is considerable area of marsh lands. 


_Most of this territory is quite fertile and 


peculiarly adapted to agriculture. There 
are many large truck farms in this section 
where Negro labor is chiefly employed. 
According to the United States census 
of 1910, Charleston has a population of 
58,833. Of these, 27,764 are white, and 
31,056 are Negroes. The total number of 
males is 27,334 and of females is 31,499. 
There are 13,607 white males and 13,714 
colored males. The females are divided 
into 14,157 white and 17,342 colored. Of 
the total white population but 1,282 are 
foreign born. All the Negroes are natives 


*Read before the National Association for the 
Study of Pellagra, Columbia, S. C., Nov., 1915. 


of this country and nearly all of this State. 
It is an interesting fact that the males 
number nearly the same and that the ex- 
cess of the blacks over the whites is made 
up by the females, there being more than 
3,000 Negro females than white. 

During the past semi-decade the City’s 
population has an estimated increase of 
about 3;500,—mostly white. It is prob- 
able that there has been a decrease in the 
Negro population. During the preceding 
ten years there was a loss of 4,279 blacks 
in this county. A reference to the earlier 
census reports would seem to show that 
the white element is on the increase while 
the reverse is true with the black. 

Charleston is one of the most congested 
cities of the South, having, according to 
one of the latest census reports, 15,500 to 
the square mile. There are approxi- 
mately 9,700 dwellings and some 15,000 
or 16,000 families. 

The great density is due to the large 
Negro population which is distributed 
among the small alleys with which the 
City abounds. It has been said that “a 
Negro takes to an alley as a martin to a 
gourd.” The reason is obvious: he obtains 
cheap rental and is in close association 
with his fellows. 

The alleys are made up chiefly of frame ° 
structures closely approximated, the ap- 
parent object being to crowd in as many 
rooms as possible in order to increase the 
income therefrom. A census was taken 
of some of these alleys. In one, about 
large enough for the building of two fair 
sized dwellings, we found fifteen families 
numbering fifty-six individuals. In an- 
other, perhaps a little but not a great deal 
larger, there were forty-four families com- 
prising ninety-one people. In still another 
of about the same proportions in which 
there were forty rooms, there were thirty- 
one families, or ninety-six persons in all. 
This, however, is the worst type of alley, 
but unfortunately is found all over the 
City. The last two were in very desirable 
residential portions. The better type of 
alley is illustrated by one in which we 
found ten dwellings and ten families, there 
being thirty-two inhabitants. Even this 
last, considering the area taken up, was 
entirely too congested and contributes to 


the high density. 


4 
| 
| 
i 
i 
. 
} 


SMITH-POLLITZER-MUSTARD: PELLAGRA IN CHARLESTON, S. C. 787 


It is rather rare to find the whites so 
closely congested. There are only a few 
places in which this condition exists. Ina 
combination apartment house occupying 
an area which would accommodate two or 
three good dwellings we found nineteen 
families, or seventy-six individuals. 

The City has been rather late in estab- 
lishing an efficient sewerage system. In 
1895, sewers were laid in the lower quar- 
ter of the City; prior to which time it was 
dependent upon a rather inadequate tidal 


system of gravity drainage. In 1911, work 


was begun again, and up to the present, 
except for an area in the northeastern 
section of the City, the town is entirely 
sewered. All the property owners are be- 
ing forced to make connections; and in 
the sewered portion of the City there are 
comparatively few vaults and surface 
privies remaining, whereas in the unsew- 
ered area these latter are still in use. 

The method of garbage disposal now in 
vogue is quite ancient. A large tract of 
land in the northeastern section is being 
reclaimed by the waste of the City. This 
area, commonly known as “the Dump,” 
receives the City’s daily accumulation of 
refuse, filth and carrion. In time this 
makes perfectly good land, but while in 
the making it is the camping ground of 
the buzzard and an excellent breeding 
place for flies and mosquitoes. 

The fact that Charleston has so large a 
Negro population and that it is scattered 
throughout the City, is in itself evidence 
of bad sanitation. The Negro is noto- 
riously dirty in his habits, is careless as 
regards those about him and is ignorant 
as to propagation of disease. 

Considering these things, and the fact 
that the domestic servants are supplied 
from these dirty and overcrowded sources, 
the Negro becomes a very serious sanitary 
problem. 

Add to the unhygienic status of the Ne- 
gro the incompleted sewerage system and 
the inadequate method of garbage dis- 
posal, and we have factors which tend to 
produce a high rate of morbidity and 
mortality. 

It should be emphasized, however, that 
in this City the high rate is due largely to 
the Negro, as the sickness and death 
among the whites is no higher than in 


other communities which do not have this 
incumbrance. 

This brief description of the sanitary 
situation in this City would seem to justify 
the existence of pellagra here if unsani- 
tary conditions have any bearing upon the 
epidemiology of this disease. These con- 
ditions undoubtedly influence the produc- 
tion of certain infectious diseases which 
are more or less endemic in this area. 
Among these may be mentioned malaria, 
typhoid, the dysenteries, filariasis, leprosy 
and occasionally smallpox. Beri-beri is 
not uncommon, and infection with intes- 
tinal parasites, e. g., hookworm, ascaris 
and trichomonas, is frequent. 


LOCAL HISTORY OF PELLAGRA 


We are convinced that pellagra has oc- 
curred in Charleston for many years un- 
recognized. It is probable, though, that 
its occurrence has been only sporadic and 
its identity confused with such diseases 
as syphilis, eczema and scorbutus. 

A careful search through the mortality 
records of this City from 1822, shows no 
deaths due to this disease prior to 1908. 
As early as 1824, one death was reported 
from scurvy ; there was one again in 1836, 
and one in 1837. These three deaths were 
in Negroes. In December, 1883, there 
was a Negro death from eczema and again 
in March, 1888. There is a white death 
recorded in 1890 from eczema rubrum, 
and two more whites in May and July, 
respectively, 1891, from eczema. There 
is still another in December of 1900, and 
in November, 1905, one white from ec- 
zema pustulosum. It is of course prob- 
lematic whether any significance can be 
attached to these records. Scurvy, appar- 
ently a rather common affection in the 
early part of the nineteenth century, might 
easily have been the true cause of death, 
although it is entirely possible that the 
conditions may have been mistaken as the 
old practitioners seemed to apply the term 
“scorbutic” so widely and sometimes 
rather vaguely to cover many conditions 
somewhat allied to the real disease. For 
this reason it takes no stretch of the im- 
agination to have it comprehend the syn- 
drome now known to be pellagra. Eczema 
practically never kills. To produce death 
a more potent cause was acting. The cu- 
taneous evidence of the disease being most 
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manifest, the deaths were ascribed to it; 
the true cause was overlooked. Especially 
in the white cases diagnosed as eczema 
rubrum does this seem probable. Al- 
though a search has been made through 
much of the old medical literature of the 
City, nothing suggestive of the disease 
has been unearthed. Inquiry among the 
older practitioners, however, seems to 
show that pellagra occurred occasionally 
in their practice. It was no doubt rare. 
Some had never seen anything like it. 

One of the gentlemen, who has been in 
active practice for more than a half cen- 
tury, now recognizes in retrospect as pel- 
lagra certain cases which he called ec- 
zema and which he at the time attributed 
to the filth and squalor of the patients’ 
surroundings. It was not a common oc- 
currence. 

One other gentleman, not so long in 
practice but who saw a large number of 
patients daily in the free ward of the hos- 
pital, states that he probably saw the con- 
dition occasionally, but feels sure that if 
it had occurred with the frequency now 
prevailing he would undoubtedly have sus- 
pected some other entity than eczema. 
Moreover, a few of our records show that 
the first attack occurred many years be- 
fore the disease had become generally 
recognized in South Carolina. Two espe- 
cially reliable ones give accounts of out- 
breaks in 1893 and 1894. In May, 1887, a 
white woman from Charleston was com- 
mitted to the State Hospital for the In- 
sane, dying there in 1891 from “inanition.” 
This woman had a peculiar mania for eat- 
ing starch (amylophagia). Dr. Babcock 
now believes that this was an undoubted 
case of pellagra.! 

A young Mulatto woman who died there 
in 1904 with dermatitis exfoliativa also 
came from Charleston. She, according to 
the same authority had a universal type 
of the disease.! 

Dr. T. P. Whaley states that he saw 
three cases of the disease in Charleston in 
1897. They were Negroes from Johns 
Island. He called the condition pellagroid. 

The first case offiicially reported as oc- 
curring in Charleston was in March, 1908, 
subsequent to Babcock’s startling an- 
nouncement of the presence of the disease 
in the State Hospital at Columbia. This 


information was obtained through a re- 
port to the United States Public Health 
Service by Dr. F. F. Sams, then Acting 
Assistant Surgeon.? We have, however, 
not been able to secure an accurate record 
of this case. The first death was reported 
in September, 1908, by Dr. J. S. Rhame, 
then an interne at a local hospital. 

It would thus appear that pellagra is 
not a new disease in Charleston.  Al- 
though our data is quite meager and lacks 
much definite detail, it would nevertheless 
seem to warrant the conclusion that pel- 
lagra has been present unrecognized for 
many years. However, it would also seem 
to indicate that the disease was only spo- 
radic, never attaining the high incidence 
now prevailing. 


STATISTICAL STUDIES 


We have records of 361 cases of pellagra 
occurring in the City up to the end of 1914. 
Of these, 96 were white and 265 Negroes. 
This data as to racial difference is inter- 
esting in view of the fact that it is the re- 
verse of the findings of the Thompson- 
McFadden Commission. The ratio of 
whites to Negroes as found by them was 
1to3. Toa certain extent conditions are 
reversed; in Spartanburg County about 
one-third of the entire population resides 
in the mill villages. They are congested 
and live under unhygienic conditions. It 
is much the same with the Negro here; he 
is overcrowded and lives in the most un- 
sanitary environment. This would seem 
to explain the remarkable difference; but 
as a matter of fact the large morbidity 
and mortality list of Charleston is swollen 
by the influx of cases from the outlying 
districts and sea islands. These areas 
have not been closely studied, but are re- 
ported by physicians with suburban prac- 
tices. And not infrequently the history of 
a previous residence shows in a fair pro- 
portion of cases the origin of the disease to 
be in certain of the small near-by farms 
and villages. However, it must not be for- 
gotten that despite the open country the 
Negro frequently is congested ; for at least 
throughout this section, it is common to 
see the little one- and two-room cottages 
clustered in such a manner as almost to 
equal in density of population that of the 
same area in the City. 

Of the white pellagrins in this series, 26 
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came from the better walks of life. The 
majority is made up of the poor class of 
whites who live under conditions little bet- 
ter than the Negro. 

A spot map of the cases in this City 
would seem to show that the disease is 
more prevalent in the more unhygienic 
sections than in those in which the better 
conditions prevail. There is no section of 
the City, however, that the disease has not 
invaded at least to some extent. 

The sex distribution of this series bears 
out that usually noted, namely, a prepon- 
derance of females. Our records show 121 
males to 240 females affected. Of the 
males there were 44 whites and 78 Ne- 
groes; of the females 57 whites and 182 
Negroes. 


The age was not ascertained completely 


except under our mortality observations. 
We found, however, 8 cases 5 years of 
age and under. They were distributed as 
follows: One 1 year, two 114 years, three 
2 years, one 414 years and one 5 years of 
age. 

MORTALITY 


The mortality record for Charleston 
shows a total of 251 deaths from pellagra 
from 1908 to 1914, inclusive. Of this 
number 47 were white, 204 Negroes,—a 
ratio of about 1 to 4. 

These deaths are distributed according 
to sex as follows: 


183 
White males 13 Colored males 55 
White females _.__. 34 Colored females _. 149 


It was not found practicable to compute 
the annual incidence of pellagra from the 
total cases tabulated because of certain 
unavoidable difficulties. But a study of 
the mortality shows a progressive in- 
crease of the disease from 1908 to 1915. 


White Colored 

Per 100,000 Per 100,000 
1908— 1— 3.5 4— 12.8 
1909— 1— 3.5 8— 25.6 
1910— . 5—17.6 12— 38.4 
1911— 8—28.2 23— 74.0 
1912— 5—17.6 43—138.8 
1913— 10—35.3 46—148.0 
1914— 17—60.0 168—219.6 
1915— 15—52.5 123—393.6 


Note.—1915 not included in race and ‘sex tabu- 
lation, added subsequent to reading of this pa- 
per. 


The tabulation of the mortality by age 
shows a preponderance of deaths in the 
third and fourth decades and among the 
colored females. The table following takes 
up the distribution by age and sex: 


Ages. 1-10 20 30 40 50 60 70 80 90 100 
White— 
Males a 


bo 


Colored— 
Femates: 87° 42.28 20 12) — 


Totals 18 12 44 51 39 27 146 8— — 


Unfortunately our mortality statistics 
are very much higher than our morbidity 
series would seem to justify. The reason 
is obvious. The death record is easily ac- 
cessible, whereas the sources of error in 
the collection of our reports is dependent 
upon so many uncertain factors. We feel 
that our total number of cases is much too 
low. This is due to our inability to obtain 
complete reports from the physicians; to 
the fact that many cases are sent away 
for mental treatment before the diagnosis 
is clear; and also because of the preva- 
lence of certain mild types which do not 
come under observation. On the other 
hand, both the mortality and morbidity 
figures for the City per se are undoubt- 
edly modified by the frequent ingress of 
pellagrins from the outlying rural com- 
munities, who come in for hospital treat- 
ment. 


The colored physicians of this section, 
who are, on theiwhole, quite intelligent 
and observant, have told us of the marked 
prevalence of the disease among the col- 
ored population of the surrounding coun- 
try districts. One of them informs us 
that in St. Andrew’s Parish, a section of 
the mainland across the Ashley River, the 
ravages of the disease are fearful. He is, 
however, not able to give figures. 


There is another section where the dis- 
ease prevails extensively and furnishes 
not a few of the deaths recorded against 


‘i 
= 
a 
1 


790 SOUTHERN MEDICAL JOURNAL 


Charleston. This place is Johns Island, 
about ten miles from the City. Several 
physicians tell us that all of their pella- 
gra cases are Negroes from Johns Island. 
Complete figures have not been obtained, 
but we are certain of no less than twenty 
in our series originated there. This Island 
was visited by Dr. Sanbon when in this 
section and it was here, because of his 
failure to find the simulium, that he first 
began to see the weakness of his famous 
theory. 

Admitting the probability that the high 
incidence of pellagra in Charleston is in- 
fluenced by introduction of cases from out- 
side sources, we feel, nevertheless, that 
our data is sufficient to prove that this 
City is in itself an original focus. Out of 
our series of 361 cases, our records show 
approximately sixty which we are certain 
developed within the corporate limits of 
the City. Of these, three have occurred 
in infants of 1, 114 and 2 years, respec- 
tively. For these reasons we feel that 
pellagra is endemic in Charleston and 
that from. this data we can refute the 
statement of the essential rural origin of 
this disease. 


SUMMARY 


A summary of this study would seem to 
show: 

1. That pellagra has occurred sporad- 
ically in Charleston for many years; that 
this is an endemic focus; and that the 
disease is steadily on the increase in this 
City; 

2. That the morbidity is much higher 
in the Negro, in this section at least, than 
in the whites, and in females is higher 
than in males, more especially in Negro 
females; 

3. That bad hygienic and overcrowded 
conditions play'some part in the propaga- 
tion and spread of this disease, though 
just how we are at present not prepared 
to say. 
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THE DIAGNOSIS OF CUTANEOUS 
CANCER 


By H. H. HAZEN, M.D., 
Professor of Dermatology, Medical De- 
partment, Georgetown University; 
Professor of Dermatology, Med- 
ical Department, Howard 
University, 

Washington, D. C. 


The diagnosis of skin cancer is not al- 
Ways an easy task, especially as the laity 
are now beginning to seek advice at a 
much earlier period than formerly. In 
making a diagnosis of such growths it is 
first essential to differentiate the disease 
from other conditions that may simulate 
malignancy, and then accurately to ascer- 
tain the variety of cancer, for various 
types act in radically different ways, as 
both Bloodgood! and the writer? have em- 
phasized. 

Primary skin cancers may be simulated 
by syphilis, either primary or tertiary, tu- 
berculosis, blastomycosis, simple inflam- 
mation, granuloma pyogenicum, mor- 
phoea, depressed scars, subcutaneous no- 
dules, precancerous conditions and vege- 
tating dermatitis. 

A chancre, especially an extragenital 
one, may closely simulate malignancy, be- 
cause both have marked infiltrated edges. 
However, in the vast majority of instances 
a primary sclerosis develops much more 
rapidly, and is speedily followed by en- 
largement of the adjacent lymph nodes. 
Younger persons are usually affected by 
lues than by cancer. The secondary mani- 
festations usually follow within six weeks, 
but may not appear until a much later 
date, so too much reliance should not be 
placed upon their absence. Various labo- 
ratory tests are often of extreme impor- 
tance in making a definite and prompt di- 
agnosis, as will be pointed out later. In 
certain instances it is permissable to try 
the therapueutic test, that is, the effect of 
one or two intravenous injections of sal- 
varsan, for this remedy will cause the 
prompt disappearance of a primary lesion, 
but will not affect an epithelioma. 

The nodular lesions of late syphilis may 
occasionally cause trouble. In the case of 
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a typical ulcerated gumma the rapid evo- 
lution of the lesion and the lack of indura- 
tion of the edges will make the diagnosis 
easy, even if other signs of syphilis are 
lacking. However, at times the growth is 
very slow and there may be marked hard- 
ness at the periphery, and then we may 
be forced to rely upon the laboratory for 
aid. The following cases will show the 
difficulty of making a diagnosis upon one 
examination alone: 


Case 1—A Negro male, aged 43, entered my 
service at Freedmen’s Hospital because of a 
growth upon his nose, which had been present 
for about six months. Examination showed a 
markedly infiltrated nodule about two cm. in di- 
ameter situated upon the left side of the nose. 
The border was uniformly raised. and stony hard; 


Case I 


the center was depressed and covered with a 
thick crust, beneath which was granulation tis- 
sue that bled rather easily. Further examination 
showed that the posterior cervical lymph glands 
were considerably enlarged, even for a Negro. 
Other signs of syphilis were then searched for, 
and the left testicle was found to be greatly en- 
larged. The Wassermann was strongly positive. 
One injection of neosalvarsan caused the prompt 
disappearance of a lesion that was clinically 
typical cancer. 
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Case 2A Negro female, aged 40, came to the 
Dermatological Dispensary of Freedmen’s Hos- 
pital because of a lesion upon her upper lip that 
had been present for seven months. Her hus- 
band was under treatment for pulmonary tuber- 
culosis. She gave a history of one miscarriage 
and of some vague arthritic pains. Examination 
showed that upon the left side of her upper lip, 
involving both the skin and the vermillion sur- 
face, there was a nodular lesion about two and 
one-half cm. in diameter. The edge was uni- 
formly raised and hard and the center was de- 
pressed and not ulcerated. The lesion closely re- 


CASE II 


sembled a rolled edge rodent ulcer. The Was- 
sermann was negative. Because of the rarity of 
basal celled cancer in Negroes, and because of 
the history, a tentative diagnosis of syphilis was 
made and the patient was put upon intramuscu- 
lar injections of mercury, with the result that in 
three weeks the lesion had practically disap- 
peared.. 


Case 3.—A white man, aged 47, consulted me 
because of a diseased area back of his right ear, 
which lesion had been present for about four 
years, and for which he had been almost con- 
stantly treated for syphilis, but without result. 
Examination revealed a serpiginous area about 
three iriches in diameter, involving both the scalp 
and the glabrous skin of the neck, the center of 
which was scar tissue and the edge composed of. 
firm reddish nodules. Closer examination showed 
that there were a few pearly nodules, so charac- 
teristic of cancer. As there was but little infil- 
tration, it was evident that the lesion was a cica- 
trizing basal called epithelioma. Under two mas- 
sive doses of the Roentgen rays all active signs 
of the disease disappeared, and at present, one 
year later, there has been no recurrence. 


= 
: 
i| 
ii 
HH 
| 
itl 
: 
j i 
it 
iH 
it 
it 
it XU 


792 SOUTHERN 


Tuberculous lesions should not confuse 
the physician, although they often do. The 
lesions of the tuberculosis verrucosa cutis 
frequently begin upon the hands, are soft 
and warty in character, and are distinctly 
inflammatory, with no deep infiltration. 
They do not start in precancerous derma- 
toses, and are more apt to affect the young 
than the old or middle aged. The lesions 
of lupus vulgaris likewise do not have 
their origin in precancerous lesions, and 
rarely commence in one past twenty years 
of age. The edges usually ulcerate and 
present shallow ulcers with overhanging 
edges of skin: there are no cancer nodules 
and no deep infiltration. Laboratory find- 
ings may be of value and may be confus- 


Early basal celled cancer, showing crust and 
elevated, pearly nodules at the periphery. 


ing. It must always be remembered that 
cancer may develop upon a lupus base.’ 


Blastomycosis should not cause trouble, 
except in such exceptional instances as 
that.reported by Howard Fox,‘ for in this 
disease the edge is not hard, and there is 
no deep infiltration. In the old standing 
cases the lesions are very apt to be multi- 
ple. The finding of the causal organism 
is of great importance. Cancer may de- 
velop upon the old lesions of this disease, 
as Bloodgood’ has shown. 


Simple inflammatory growths are not 
usually mentioned as causing difficulty in 
diagnosis, but in several instances have 
completely misled the writer. 
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Case 4.—A white woman, aged 45, came to the 
Dispensary because of a lesion upon her right 
cheek that had been present for a year. Exam- 
ination revealed a superficial crust that covered 
an ulcerated, indurated area, about six mm. in 
diameter. The edges were slightly elevated, but 
there were no distinct pearly nodules. A prob- 
able diagnosis of basal celled neoplasm was made 
and the lesion excised. Pathological examina- 
tion revealed the presence of a chronic inflam- 
matory process, with no signs of malignancy. 
One year later the condition recurred and was 
again excised, with the identical histological find- 
ings. 


I have seen two other cases in which 
simple inflammatory nodules were mis- 
taken for epithelioma, but in which no 
recurrence took place. One case, however, 
Was serious. 


Case 5.—A Negro female, aged 42, was admit- 
ted to the surgical wards of the Freedmen’s Hos- 
pital because of a lump in her right groin. She 
stated that one year before she had a wart-like 
growth excised from the ball of the right foot, 
and that shortly afterward she noticed “waxen 
kernals” in the groin of the same side.. The local 
growth promptly recurred and the glands con- 
tinued to enlarge. Examination revealed the 
presence of a flattened warty growth upon the 
sole of the foot. It was not inflamed, the edge 
was not indurated, nor were there any pearly 
nodules. Both the femoral and inguinal glands 
were greatly enlarged and the overlying skin was 
red and thin. A diagnosis of spino-celled carci- 
noma with metastases to the glands was made. 
The case was considered inoperable by the sur- 
geons who first saw her, inasmuch as there were 
signs that pointed to involvement of the pelvic 
glands. Later, however, Dr. William A. Jack, Jr., 
excised the local growth with the actual cautery, 
and did a complete block operation for both sets 
of glands. Much to our surprise a very careful 
pathological examination showed simply a sub- 
acute inflammatory process and no signs of 
malignancy. 


It is possible that some of the “cured 
cases” of cancer, which have not been con- 
firmed by pathological examination, belong 
to this category. This case also _illus- 
trates the fact that some of the so-called 
inoperable cases of cancer should be given 
a chance and not denied the benefit of an 
operation. 


Granuloma pyogenicum, well described 
by both Wile® and Sutton,’ is simply an 
overgrowth of granulation tissue upon the 
basis of a superficial infection. The pe- 
dunculated aspect, the resemblance to 
granulation tissue, and the lack of infil- 
tration at the base, should serve to dis- 
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tinguish this condition from a malignant 
one. 

Morphoea certainly does not resemble 
an ordinary skin cancer, but there is one 
type of cutaneous neoplasm that does re- 
semble this condition,—namely, the mor- 
phoea-like epithelioma, that has been de- 
scribed by Danlos,’ Hartzell,? Heidings- 
feld’° and others. The center of the lesion 
consists of a violaceous scar tissue, but 
the edge is usually a bit elevated and in- 
durated, and may show a few cancer no- 
dules. Ulcerations frequently occur, and 
it is not improbable that certain of the 
cases that have been described under the 
name ulcerating morphoea were really ex- 
amples of this type of malignancy. 


A depressed scar may be simulated by 
basal celled cancer, as is illustrated by 
the following instance: 


Case 6.—-A white woman, aged 43, came to the 
Dispensary complaining of a hard spot upon her 
cheek, which had been present for about a year. 
Examination showed the presence of a depressed 
area about one cm. in diameter, covered by 
slightly atrophic epidermis, that was slightly 
lighter in color than the surrounding skin. The 
edge was not elevated, nor were any dilated blood 
vessels present. The depressed skin was closely 
adherent to an underlying induration in the co- 
rium. This induration extended slightly beyond 
the depressed area, but was superficial, feeling 
like “a coin imbedded in chamois.” The lesion 
was excised; and microscopical examination 
showed it to be a basal celled epithelioma. 


Subcutaneous nodules may be very dif- 
ficult to diagnose. Such a growth may be 
fibrous in character, an area of inflamma- 
tion in the glands or around a hair folli- 
cle, a cystic tumor of the sweat or seba- 
ceous apparatus, or a beginning malignant 
neoplasm. Long duration, a globular 
shape and lack of attachment speak 
against malignancy, but it must again be 
remembered that a benign nodule may 


later become malignant. The best way to . 


make the diagnosis is to excise the entire 
lesion and examine it histologically. 
Various of the precancerous lesions 
may change so insidiously that it is clin- 
ically impossible to tell when such trans- 
formation occurs. As Sutton” has well 
pointed out, the sebaceous or senile warts, 
especially the keratcid variety, are very 
prone to malignant change. As an exam- 
ple of how difficult it is to tell when such 


change takes place, the following case may 
be quoted 


Case 7.—A white woman, aged 58, consulted 
me because of three keratoid lesions upon her 
cheeks. Clinically none of them showed any of 
the usual criteria of malignancy, namely, indura- 
tion and ulceration. All were excised, and one 
showed the development of a typical basal celled 
carcinoma. 


In passing I should like to call atten- 
tion to the fact that in a study of forty 
cases of epithelioma of the face originat- 
ing in senile keratoses I have encountered 
but three instances of spino-celled neo- 
plasms.’ However, cancer of the hands 
springing from such lesions is usually of 
the more malignant type. 

Cutaneous horns frequently become 
cancerous, although the onset may be very 
insidious, and the same is true of most 
of the other benign lesions, especially 
sears, ulcers, etc. 

Vegetating dermatitis’ of the type sec- 
ondary to the discharge from an ulcer or 
other oozing surface, should not be con- 
fused with cancer, for the surface is more 
regularly verrucose, and not friable, and 
there is no hard induration. 


Malignant moles are supposed to be 
very easy to diagnose, but occasionally 
they may be simulated by other condi- 
tions. 


Case 8.—A trained nurse, aged 22, came to me 
because of a small tumor upon her leg. She 
stated that she had been vaccinated a number of 
years before and that subsequent infection had 
left a large scar. For several years there had 
been a flat, slightly pigmented “mole” just at the 
edge of the scar. About a month before consult- 
ing me this had begun to enlarge rather rapidly, 
and had become much more deeply pigmented. 
Examination revealed a large vaccination scar 
on the outer side of the left thigh. Just at the 
upper edge of this was a protruding globular 
growth about eight mm. in diameter, and almost 
black in color. It was firm in consistency and 
was adherent to the underlying corium, which, 
however, was not infiltrated. A number of small 
blood vessels radiated out from it. A probable 
diagnosis of malignant mole was made and the 
lesion was excised with a wide margin. Patho- 
logical examination showed a small hemangioma, 
into the interstitial tissues of which hemorrhage 
had occurred, with the deposit of pigment. 


In making the clinical diagnosis of can- 
cer of the skin we must be governed by 
several factors. In the first place cancer 
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always develops from some pre-existing 
lesion, so the history of a precancerous 
lesion is very important. Ulceration 
with the development of a dirty looking, 
friable granulation tissue is very charac- 
teristic, especially if associated with a 
hard, firm edge. This induration is usu- 
ally irregular, much more marked, both in 
quality and quantity, in some spots than 
in others. In the basal celled growths 
there are frequently definite pearly white 
cancer nodules at the edge. In practically 
all of the spino-celled and in many of the 
basal celled neoplasms the new growth is 
firmly fixed to the surrounding tissues. 
Deep induration is likewise an almost pos- 
itive indication of cancer, although occa- 
sionally simulated by an inflammatory con- 
dition. Enlargement of the lymph glands, 
the nodes being hard, firm, discrete and 
but slightly tender, and not coming on un- 
til several months after the appearance 
of the original growth is characteristic of 
cancer, for the nodes associated with in- 
flammatory conditions are usually soft 
and painful. The above is a picture of 
late or of moderately late cancer, but we 
should always attempt to make a diagno- 
sis before such a stage is reached. The 
following points are especially helpful in 
making an early diagnosis. The history 
of a pre-existing abnormality from which 
the lesion has sprung, especially keratotic 
overgrowths; the presence of a crust, 
which when removed shows a minute ul- 
cerated area; the presence of a slight 
amount of induration; and a few pearly, 
firm nodules at the edge of the ulceration. 
If this lesion persists for six weeks the 
diagnosis is almost assured. The court of 
last resort is microscopical examination. 
As is well known, cutaneous cancer may 
spring from various layers of the surface 
epithelium or from hair follicles or gland- 
ular apparatus. The most important of 
the varieties of cancer are the deep prickle 
celled cancer, the prickle celled malignant 
wart, the cuboidal celled cancer and the 
basal celled cancer. In a previous com- 
munication I have called attention to the 
differences between them as regards their 
clinical behavior. In the very early cases 
it is practically impossible to tell the dif- 
ference between these lesions except by 
microscopical examination. However, 


the location of the lesion and the charac- 
ter of the precancerous lesion from which 
it arose are often of very great help. Neo- 
plasms, springing from arsenical kera- 
toses, X-ray keratoses, tuberculous ulcers, 
scars of burns or traumas are usually 
prickle celled. Likewise growths of the 
limbs'* and mucous membranes are usu- 
ally of this more dangerous type. Neo- 
plasms of the skin of the face, especially 
those springing from the eyelids or the 
region of the nose, are usually basal celled 
in character. 

In the more advanced cases diagnosis is 
much easier, for rapidly growing, deeply 
indurated growths are usually spino- 
celled, while slowly growing lesions are 
usually basal celled. The spino-celled le- 
sions have a rougher and more verrucose 
surface. The cuboidal celled tumor resem- 
bles the prickle celled tumors in its gen- 
eral clinical characteristics, and need not 
be differentiated for practical purposes. 
The prickle celled malignant wart is a 
more or less pedunculated neoplasm with- 
out any infiltration at its base, hence does 
not metastasize. 

The laboratory diagnosis of malignancy 
is an extremely important affair in many 
instances, especialy as it is the court of 
last appeal. 

If one is unable to tell whether or not 
the lesion under consideration is a chan- 
cre or an epithelioma the correct proced- 
ure is to make a dark field examination of 
some of the serum from it for spiro- 
chaetes, remembering that an occasional 
coarse spirochaete may be found in the 
exudations from a malignant condition. 
As a general rule the Wassermann test is 
not positive until the chancre has been 
present for over two weeks, and the luetin 
test is practically never positive in the 
primary stage. In estimating the value 
of the Wassermann it must always be re- 
membered that cancer may arise in a 
person who has had syphilis. Hence the 
presence of a positive Wassermann by no 
means excludes malignancy. In the case 
of a tertiary lesion spirochaetes are, of 
course, not found, but the luetin reaction 
is fairly constant. 

The only sure laboratory test for tuber- 
culosis is either the finding of the bacilli 
or inoculating a guinea pig with a bit of © 
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the tissue; the former is usually rather 
difficult. 

In blastomycosis the causal organism, a 
yeast-like body, can usually be demon- 
strated under the microscope in pus ex- 
pressed from one of the miliary ab- 
scesses. 

The question of biopsies in suspected 
malignancy is extremely important. The 
general rule must be laid down that it is 
unsafe to perform a biopsy in such in- 
stances, unless the tissue be removed with 
either the actual or electric cautery, thus 
sealing up all lymphatics and blood ves- 
sels, so that there is no risk of cancer 
cells escaping into them. Much the bet- 
ter way is to excise the complete lesion 
and make the microscopical diagnosis from 
a section removed from this. 

Hardening, blocking, cutting and stain- 
ing require no special comments. The 
criterion of malignancy is of course the 
breaking through of the limiting basal 
membrane by epithelial cells. In addition 
the cells frequently vary in size and shape 
and mitotic figures, often atypical, can 
usually be found. It should be remarked 
that the basal celled neoplasms can be dis- 
tinguished from the spino-celled by the 
fact that the cells are much smaller, that 
they do not form epithelial whorls or 
pearls, and that they stain more intensely 
with basic than with acid dyes.’ In addi- 
tion the cancerous alveoli are smaller. In 
the spino-celled growths the alveoli are 
often large, epithelial pearls are usually 
formed, and the stains selected by the can- 
cer cells are the acid ones, so that the 
cells look a light red color. In the cuboidal 
celled lesions the cells are large, form 
large alveoli, do not form pearls, and stain 
with the basic dyes. In either type of 
cancer there is but one prevalent type of 
cancer cell, the downgrowths of epithelium 
do not show typical spino-cells surrounded 
by typical basal cells, as occurs in the vari- 
ous inflammatory conditions and in the 
various benign tumors or hypertrophies. 
Nevertheless Nabarro and Higgins’ as 
well as Bloodgood" have pointed out that 
inflammatory conditions may occasionally 
simulate prickle celled carcinoma under 
the microscope. 
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AUTHORS’ ABSTRACTS 
Medicine 


The Causation and Treatment of Pellagra: H. E. 
Bond, Kingston, Jamaica, Medical Record, May 
5, 1916, p. 816. 

The main object of this paper is to establish 
the fact that pellagra is caused by alimentary 


toxemia, modified by the actinic rays of the sun. 


The first part deals with the relationship of the 
gastro-intestinal tract to the skin, the relation- 
ship of other organs to the skin and the relation- 
ship of other conditions to the skin. In this the 
author firmly establishes that the relationship 
which exists between the three conditions men- 
tioned above is maintained by the sympathetic 
nervous system. In the case of the intestines the 
connection is made between the plexuses of Meiss- 
ner and Auerbach through the chromaffin tissue 
to the central nervous system. It is advocated 
that the toxins from pathogenic bacteria of the 
coli group acts upon these plexuses, and then on 
the central nervous system, producing pigmenta- 
tion, degeneration and neuritis. The second part 
of the paper deals with the actinic rays of the 
sun as a contributory factor in the causation. 
There being a greater amount of blood in the 
extremities during the Spring and Summer time, 
it allows the sun’s rays to act upon a skin whose 
resistance is already lowered by defective nerve 
innervation. 

With regard to treatment the condition clears 
up under the usual intestinal antiseptics, e. g., 
salol and beta-napthol. Locally, a_ protective 
ointment may be applied to the affected parts. 
A well-balanced diet, ripe bananas, ripe papaws. 
Keep in the shade as far as possible. 


Cases of Interest—Pneumococcus Arthritis and a 
Very Unusual Type of Broncho-Pneumonia: A. 
L. Levin, New Orleans, La., New Orleans Med- 
ical and Surgical Journal, June, 1916, p. 795. 
Case I.—Pneumococcus Arthritis. This case is 

of interest for these reasons. 1. Rarity of its oc- 

currence. 2. Not preceded by pneumonia as is 
the rule. 38. The probable point of entrance of 
pneumococci. 

History—A middle-aged engineer, suddenly 
stricken with pain in right knee. Classical symp- 
toms of inflammation present. Factors in past 
history—gonorrhea 20 and diphtheria 4 years ago. 
About a month previous to present trouble, prob- 
ing of obstructed tear duct was practiced. In- 
significant traumatism of knee occurred the day 
previous. Elevated temperature, high leucocyte 
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count and fluctuation suggested pus. Drs. Hatch 
and Matas in consultation. Surgical intervention 
was the only course and it was done. Patholog- 
ical report of pus and tissue pneumococci. In- 
fection persisted for six months. Was on op- 
erating table four times. Final results excellent 
except for a stiff knee. 

The fact that pneumococci are found in the 
respiratory organs leads me to believe that the 
infection may have entered the blood stream 
through the traumatized tear duct. Should it not 
be a lesson of caution against probing? 

Case 2.—Six-year-old girl, after five weeks’ per- 
tussis, developed a very irregular, septic type 
temperature. Maximum 106°, minimum 94° by 
rectum, with normal intervening. Physical ex- 
amination of entire body, including senses nega- 
tive, except for faint blow of heart. High leu- 
cocytosis present. X-ray—Shadow at base of 
right lung, probably empyema. Needle disproves 
X-ray. Malignant endocarditis considered. Re- 
peated blood cultures dnd plasmodia nggative. 
Catherized specimen of urine repeatedly negative. 
Medicine has no effect. After 17 days of illness, 
temperature and pulse became normal. X-ray at 
this time shows lung clear. The following few 
weeks, recrudescence of temperature for a few 
days, which was checked by quinine. Was it 
broncho-pneumonia? 


The Frequency of Unsuspected Syphilis, With Spe- 
cial Reference to Its Incidence in So-Called Neu- 
rasthenia: James S. McLester, Birmingham, 
Ala., Journal of the American Medical Associa- 
tion, June 24, 1916, p. 2063. 

The routine employment in private practice of 
the Wassermann reaction on 300 consecutive pa- 
tients revealed a great many instances of hereto- 
fore unrecognized syphilis. These patients rep- 
resent a higher social level than do those of the 
numerous hospital reports, and, seen only in con- 
sulting practice, their study offers some indica- 
tion of the role played by syphilis in the more 
obscure syndrome of internal medicine. 

Eighteen and eight-tenths per cent of the 300 
serial tests were positive, and of the 56 positives, 
34, or 61%, gave no history whatever either di- 
rect or suggestive of luetic infection. 

A noteworthy group was formed by thirty-two 
patients who, according to current usage, must 
be called neurasthenics. Approximately 50% of 
those falling in this group gave a positive Was- 
sermann reaction. Of the five patients who sub- 
mitted to lumbar puncture, the spinal fluid was 
negative in all except two. The question then 
arises, are not such neurasthenics with positive 
blood Wassermanns potential paretics? 

The author concludes that syphilis is a vastly 
more important factor in internal medicine than 
is commonly thought; and that a large number 
of so-called neurasthenics are infected with syph- 
ilis, possibly presenting a mild form of cerebro- 
spinal lues. 


Gastric Ulcer Experimentally Produced by Means 
of the Staphylococcus Organism: A _ Prelimi- 
nary Note. Edgar C. Steinharter, Cincinnati, 
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Ohio, The Boston Medical and Surgical Jour- 

nal, May 11, 1916, p. 677. 

Observations were made on 40 rabbits. Part 
of them received locally into the stomach wall 
an injection of the staphylococcus pyogenes and 
a very weak acetic acid solution. In the remain- 
der the organism alone was injected intravenously 
into the general circulation. Based on this study 
the following statements are made: 

1. Typical peptic ulcers varying from one-quar- 
ter of an inch in diameter were produced by in- 
jecting locally into the stomach wall the staphylo- 
coccus organism of certain grades of virulence 
and a weak acetic acid solution. 

(a) The injection of the organism alone usu- 
ally caused the development of a small localized 
and firmly walled off abscess at the point of in- 
jection. 

(b) The introduction of the acid alone into the 
stomach wall, beyond causing more or less ede- 
ma, provoked no gross pathological change in 
the tissues: It certainly never caused an ulcer; 
but it did seem to increase the susceptibility of 
the area for localization of the staphylococcus 
injected into the general circulation. 

2. The tendency of selective localization in 
certain organs was found to depend among other 
things upon the virulence of the organism and 
could be modified by cultivation in functionating 
tissue. For instance, a culture of the organism 
isolated from a joint was apt to form, on intra- 
venous injection, a septico-pyemia with abscesses 
predominating in the skeletal and myocardial 
muscles; that from the appendix showed an af- 
finity for the intestinal tract, so that at times 
the appendix was the only organ revealing any 
gross lesion. 


Vitamin Solution of the Pellagra Problem: A Pre- 
liminary Note. By Edward Jenner Wood, Wil- 
mington, N. C., Journal of American Medical 
Association, May 6, 1916, p. 1447. 

The idea is suggested that an analogy may be 
made between the relation of rice to beri beri and 
the relation of corn to pellagra. Unintentional 
experimentation of Nightingale in South Africa 
would tend to show that the highly milled corn 
would cause pellagra and that substitution of the 
whole grain without any removal in milling pro- 
duced a curative result “immediate and magical.” 
Experiments carried out on pigeons indicated 
that there is a definite disease condition which 
is due to feeding highly milled meal and that it 
is promptly relieved by feeding the whole grain 
crushed in the laboratory. If the results are 
borne out by further evidence it would seem that 
the solution of the pellagra problem will be a 
simple one well within the reach of the pcorest. 

This idea is not a new one. It was theoret- 
ically suggested by Casimir Funk in 1912, after 


his solution of the beri beri problem. It will be- 


recalled that he found that there was a deficiency 
in polished rice which was due to the lack of a 
complex chemical body which he named vitamin. 
It seems reasonable by the theory above sug- 
gested to account for the appearance of pellagra 
when it was first described. Certainly the dis- 
ease could not have been overlooked and it will 
be interesting to study the time of its appearance 
with the time of the disappearance of the old 
water mill which ground the whole grain. 
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TROPICAL DISEASES AND PUBLIC 
HEALTH 


OPERATION OF THE VITAL STATIS- 
TICS LAW IN ARKANSAS.* 


By C. W. GARRISON, M.D., 
State Health Officer, 
Little Rock, Ark. 


In the Spring of 1913, after a very tedi- 
ous dry labor extending over a period of 
several years, Arkansas gave birth to 
what has appeared to some to be an ob- 
streperous monstrosity, which caused very 
severe lacerations. It was immediately re- 
ported and named by the accoucheur as 
Public Health Act. No. 96, .1913. An at- 
tempt at repair was immediately under- 
taken, but union by first intention failed 
and it is now healing by granulation. 

Under the above Act, authority was del- 
ee to the State Board of Health as fol- 
Ows: 


“Sec. 7. That the State Board of Health shall 
establish a Bureau of Vital Statistics and provide 
an adequate system for the registration of births 
and deaths, by formulating and promulgating 
rules and regulations prescribing the method and 
form of making such registration. 

“Sec. 8. That the Secretary of the State Board 

of Health shall be the State Registrar of Vital 
Statistics, and it shall be his duty to carry into 
effect the rules, regulations and orders of the 
-State Board of Health. The Board shall provide 
suitable apartments, properly equipped with fire- 
proof vaults and filing cases, for the permanent 
preservation of all official records. 

“Sec. 9. That for the purpose of this Act the 
State Registrar shall divide the State into regis- 
tration districts, defining and designating the 
boundaries thereof and appointing Local Regis- 
trars in each district. Each registration district 
shall have at least one township therein. 

“Sec. 10. That each Local Registrar shall be 
paid the sum of twenty-five cents for each birth 
certificate and each death certificate properly and 
completely made out and registered with him, 
correctly recorded and promptly returned by him 
to the State Registrar, as required by the rules 
and regulations. And in case no births were regis- 
tered during any month, the Local Registrar shall 
be entitled to be paid the sum of twenty-five cents 
for each report to that effect, but only if promptly 
made in accordance with the rules and regula- 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Texas., Nov. 8-11, 1915. 


tions. All amounts payable to a registrar under 
the provisions of this section shall be paid by the 
treasurer of the county in which the registration 
district is located, upon certification by the State 
Registrar. And the State Registrar shall annually 
certify to the treasurers of the several counties 
the number of births and deaths properly regis- 
tered, with the names of the local registrars and 
the amounts due each at the rates fixed herein.” 


On request, Dr. F. L. Watkins, of the 
Federal Bureau, was detailed to aid in 
formulating the rules and regulations in 
accordance with and acceptable to said 
Bureau. Not until February 1, 1914, was 
the Bureau ready for operation. Thus 
Arkansas has been collecting vital statis- 
tics just a little over a year and a half. 
The State was divided into 1,393 registra- 
tion districts, each city, each incorporated 
town and each township constituting a 
primary registration district, except 
where two or more primary registration 
districts were combined to facilitate regis- 
tration. The Local Registrars are ap- 
pointed for a term of four years and may 
be removed for cause by the State Regis- 
trar. Each Local Registrar, in turn, im- 
mediately upon acceptance as such, is re- 
quired to appoint a deputy to act in his 
stead in case of accident or disability. 
With the approval of the State Registrar 
the Local Registrar may appoint a Sub- 
Registrar who is authorized to receive cer- 
tificates and to issue burial and removal 
permits. The Sub-Registrar is required to 
forward all certificates in ten days, and in 
all cases, by the fifth of the following 
month to the Local Registrar, who shall 
forward all certificates of births and 
deaths to the Bureau by the tenth of the 
month. 


SYSTEM 


No corpse shall be interred, entombed, 
cremated or otherwise disposed of unless 
a burial or removal permit has been prop- 
erly issued by the Local Registrar of the 
district where death occurs. A removal 
permit issued by a Local Registrar shall 
be accepted by the Local Registrar in the 
district where the body is to be interred or 
otherwise disposed of. 
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It is made the duty of the undertaker or 
person acting as such, to file the certificate 
of death with the Local Registrar of the 
district where death occurred, and no per- 
son in charge of any premises on which in- 
terments are made, shall inter or permit 
to be interred, or permit other disposition 
of any body unless accompanied by a 
burial or removal permit. And such per- 
son must return all permits, properly en- 
dorsed, to the Local Registrar and keep 
proper records of all bodies disposed of. 

The rules and regulations governing the 
transportation of dead bodies conform to 
the requirements of federal or interstate 
laws. No disinterred bodies shall be trans- 
ported to any other state without the ap- 
proval of the State Health Officer. 

It is made the duty of every physician, 
midwife, or person acting as such, or the 
father and mother in case no one is in at- 
tendance, to report the birth in due form 
within ten days, to the Local Registrar. A 
stillborn is registered as a birth and also 
as a death and treated separately as such. 

It is also made the duty of every physi- 
cian, midwife, and undertaker to register 
his or her name, address and occupation 
with the Local Registrar, and in thirty 
days after the first of each January, the 
registrars are required to file this list with 
the State Registrar. 


MORBIDITY STATISTICS 


co following diseases are made notifi- 
able: 

' Asiatic cholera, poliomyelitis, epidemic 
cerebrospinal meningitis, chickenpox, diph- 
theria, hookworm disease, leprosy, mala- 
ria, measles, ophthalmia neonatorum, pel- 
lagra, plague, scarlet fever, smallpox, tra- 
choma, tuberculosis (laryngeal and pulmo- 
nary), typhoid fever, typhus fever, whoop- 
ing cough, and yellow fever. 

In the case of yellow fever, Asiatic chol- 
era, bubonic plague and smallpox, notifica- 
tion shall be made at once to the local 
health officer having jurisdiction, and the 
State Health Officer notified by wire or tel- 
ephone. Other diseases named shall be re- 
ported within twelve hours to local health 
officer, all reports to be filed with the 
county health officer, whose duty it is to 
forward them to the State Health Officer 
by the 5th of each month. 

In the execution of these rules and reg- 
ulations, much opposition naturally arose 
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when they were first instituted. Physi- 
cians, midwives and the lay citizens dis- 
approved because no restriction or re- 
quirement had ever before been made in 
this State (except probably in a few of the 
larger cities) on bringing babies into the 
world or disposing of any lifeless form, 
human or otherwise. 

A watchful waiting policy was adopted, 
but every effort was made to secure co- 
operation by education and persuasicn. 
From February 1, 1914, till December 31, 
1914, 32,728 births and 16,764 deaths were 
reported. From January 1 till June 30, 
1915, 14,329 births and 7,518 deaths were 
reported. These comparative figures are 
interesting because they show that fewer 
birth and deaths were reported the first 
six months this year than for a corres- 
ponding period the first year. 

In order to prevent as much lost motion 
as possible, and to avoid opportunity for 
the county judges to block payment of the 
fee bills, as many of the judges had been 
opposed to the passage of the bill unless 
they were given appointive power, the bill 
was drawn to read “the State Registrar 
shall annually certify to the treasurer of 
the several counties the number of births 
and deaths, etc.”” Thus the fee bills com- 
ing due in 1915 were accordingly filed 
with the county treasurers. Some of the 
county treasurers paid the claims ‘in ac- 
cordance with the bill; others did not be- 
cause there were no funds in the treasury ; 
and still others did not because the county 
judges objected. It was discovered that 
the county judge is given authority to 
O.K. and allow all claims presented against 
the county under the constitution of the 
state. Twenty counties are still standing 
behind this clause. In two counties where 
Local Registrars have entered suit for pay- 
ment of claims, the Circuit Court has re- 
versed the ruling of the county judges, 
holding that the bill is not invalidated and 
ordering settlement of same. In one in- 
stance the judge complied. In the other, 
decided October 20, 1915, the judge advises 
that he will appeal to the Supreme Court. 
Thus in most of the counties fee bills were 
delayed and in twenty counties the regis- 
trars have never received compensation. 
This has made it very difficult to secure 
registrars. 

Many doctors object to making reports 
unless they receive a fee and loudly protest 
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when they are compelled to furnish post- 
age in forwarding certificates to the regis- 
trars. In a few instances the penalty has 
been invoked for violations; but the Bu- 
. reau has had so much to do and so little 
with which to do it, that general prosecu- 
tions have been deferred until the legal 
points are cleared up. 

The bill also provides that county judges 
shall concur with the State Board of 
Health in the appointment of county health 
officers. In many instances an agreement 
could not be reached, and in several coun- 
ties the county judges have refused to pay 
any salary to the county health officers, 
authority being given to them to fix the 
salary. Consequently very incomplete re- 
ports of notifiable diseases have resulted; 
and where so much opposition is encoun- 
tered from officials who have control of 
the finances it makes it very difficult to se- 
cure co-operation. However, decision 
from the Supreme Court. is expected this 
Winter that should clarify matters consid- 
erably. 

The limited appropriation prevents the 
employment of an adequate office force, 
and consequently the counterchecking of 
the reports of the registrars with those of 
undertakers, etc., and the follow-up work 
that is so essential, must necessarily be 
dispensed with. The requirement of burial 
permits has caused more annoyance to 
and objection from the rural population 
than any other regulation. It is contem- 
plated to meet these objections, in the fu- 
_ ture by appointing casket dealers as Sub- 
Registrars where there are no Registrars, 
and appointing more Sub-Registrars in in- 
accessible communities. 

Since the father and mother are requir- 
ed to make reports of births and deaths 
where physicians or persons are not in at- 
tendance, and since they are required to 
submit the name of the baby to the Regis- 
trar subsequent to the time the accoucheur 
makes report, provided the baby is un- 
named, the writer is of the opinion that it 
would be better to place all responsibility 
on the parents and require them to report 
all births. 

To further increase the efficiency of the 
Bureau of Vital Statistics the writer is of 
the opinion that the law should be amended 
so as to empower the Registrar to fine all 
violators and collect the fee without re- 
course to court proceedings and be allowed 


to keep as his own such fees collected as 
reward for his vigilance. : 


METHOD OF NUMBERING REGISTRATION 
DISTRICTS. 


In the method adopted by the Bureau in 
Arkansas, a number is given to every pri- 
mary registration district. In case the 
primary district stands alone as a regis- 


tration district, the primary number 


serves as the registration district number. 

It will be noticed in looking at the at- 
tached lists of counties, that the primary 
number of cities begins with 2001. With 
a few unused numbers left in each county, 
it will at any time in the near future pro- 
vide for any town that may be incorpor- 
ated as a city without destroying the sys- 
tem of numbering. The first incorporated 
town (Almyra), in the first alphabetical 
county (Arkansas), would be designated 
as 3001, and all other incorporated towns 
would be numbered in the 3000’s. In the 
numbering of townships, it is well to ar- 
range them in their alphabetical order, 
and begin with 5001, numbering them con- 
secutively. The particular advantage in 
this system of numbering is that when you 
find a certificate bearing any number in 
the 2000’s, you immediately know that 
this birth or death occurred in a city. If 
it bears one of the numbers in the 3000’s, 
it is known at once that the birth or death 
occurred in an incorporated town. A cer- 
tificate showing primary district in the 
5000’s, would show that this birth or 
death occurred outside the municipality, if 
one should be located within the township. 


Under the head of cities, primary dis- 
trict numbers from 2002 to 2005 inclusive 
are not used. Likewise, under incorpor- 
ated towns primary numbers 3005 to 3014, 
and under townships, primary numbers 
5016 to 5026 inclusive, were left blank. 
The purpose of holding out these numbers 
in each group of primary districts (cities, 
incorporated towns and townships), has 
this advantage; that at any time a city or 
incorporated town is brought into exist- 
ence, it may be given the next consecutive 
primary number. This same thing will 
apply to townships as well. By this means 
provision is made for many years hence, 
without having destroyed the system of 
consecutive numbering of the primary dis- 
tricts. 
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By referring to Arkansas County, you 
will notice we have provided for registra- 
tion districts, 1 to 10 inclusive, and in the 
next alphabetical county, Ashley, the reg- 
istration districts provided are numbers 
11 to 20 inclusive. 

In Arkansas County, it will be noted 
that under the list of primary districts 
cities, only one city is named, and it is 
designated as primary district No. 2001, 
and we had districts 2002 to 2005 inclus- 
ive, which were not used, these numbers 
being held in reserve for the reasons stat- 
ed before. With this consecutive system 
of numbering, the primary districts under 
the head of cities in Ashley County would 
begin with 2006, but as there are no cities 
in Ashley County, five numbers are with- 
held, and so on through each county. This 
same procedure is followed in numbering 
primary districts under the head of incor- 
porated towns and townships. 

Each county in the State is taken up in 
its alphabetical order and primary dis- 
trict numbers assigned, using the method 
described herein. 

A provision is made in the “Rules and 
Regulations” for the combining of a mu- 
nicipality with the township in which it is 
located, the wording of which is as fol- 
lows: “Provided that the State Registrar 
raay combine two or more primary reyis- 
tration districts into one registraticn dis- 
trict.” In Arkansas County there are five 
municipalities, one city and four incor- 
porated towns, and adopting this system 
of numbering, we combine the city pri- 
mary registration district with the town- 
ship registration district, designating it 
as: 

Registration District No. 1, 
ar District No. 2001, Stuttgart 

Primary District No. 5006, Gum Pond 
Township. 

The next district would be the incor- 
porated town of Almyra, combined with 
the township in which it is located, mak- 
ing the second combination in this county, 
taking the next registration district num- 
ber as follows: 

Registration District No. 2. 

‘Primary District No. 3001, Almyra, 
Town. 

Primary District No. 5011, Mill Bayou, 
Township. 

It is at times advisable to combine two 


townships into one registration district, 
although this is not to be encouraged. But 
when such a combination is made, the 
method of numbering the registration dis- 
trict thus created will be the same as that 
ian in any municipality and town- 
ship. 


REGISTRATION OF BIRTHS AND 
DEATHS IN DALLAS, TEX.* 


By EMMIT B. SUMMERS, 
City Registrar of Vital Statistics, 
Dallas, Tex. 


Death registration in the city of Dallas 
began in the latter part of 1887. City 
registration of births began in February, 
1910. Before 1910, Dallas never had any 
birth registration other than the few 
births that might have been reported to 
the County Clerk. 

At the beginning of death registration 
only a portion of deaths, as compared to 
the present time, were reported. In giv- 
ing the name of the deceased we often 
found only the initials stated, which 
makes it difficult, if not impossible, to find 
the record of deaths that occurred at that 
time. The causes of death were often 
given in such manner that they could 
hardly be classified according to the inter- 
national classification of deaths. Too of- 
ten we find it reported as “Not Stated” 
when giving the cause of death. This 
was possibly the fault of the physician to 
a certain extent who furnished the death 
certificate, and not altogether the fault of 
the registrar. When the cause was as- 
signed as “Tuberculosis” it did too fre- 
quently fail to state whether it was pul- 
monary, tuberculosis of the bone or the 
kind that it might have been, and the ex- 
act location. 

In many instances ‘we found where 
deaths had been reported in the city when, 
as a matter of fact, they really occurred 
some twelve or fifteen miles outside of the 
city limits of Dallas. Some of the deaths 
that occurred inside the city limits did not 
show the street address. 

The occupation of the deceased is one 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Tex., Nov. 8-11, 1915. “ 
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part of the certificate which is of impor- 
tance, but in most cases during the his- 
tory of early registration was left off en- 
tirely. Statistics concerning occupational 
diseases are compiled here. 

Up until April, 1888, the name of the 
attending physician does not appear on 
the death certificate or register. Since 
that time the name of the attending phy- 
sician is only given in some instances, but 
as we near the present date this trouble 
is eliminated. 

In our death register, veliies No. 2, we 
find where the death records were reported 
as to the number of deaths handled by 
each undertaker for the month. In places 
we notice where we find no deaths for a 
certain month, that is reported in the reg- 
ister, then later on, possibly five or six 
months or even eight months later, we 
find where the month that was missing 
has been recorded, but entirely out of 
place. This is the fault of the undertak- 
ers and physicians in not turning in the 
certificates to the office of the local regis- 
trar; or it is the fault of the registrar in 
not seeing that they were turned in and 
recorded correctly and in due time. I 
feel sure that it was mostly the fault of 
the registrar. It is his duty to see that 
they are filed in due time and when they 
have been filed to record them in their 
definite time. 

Since April 1, 1913, I have had charge 
of birth and death registration in the city 
of Dallas, and at the time I took charge 
of this work I began a study of methods to 
the end of improving vital statistics. 

Some certificates were brought to this 
office in a very bad condition as to the in- 
formation required. Some of them did 
not have the address and place of death. 
Some of them did not even have the name 
of the deceased; and in a great many in- 
stances the sex and color were left out. 

In calculating the age of a deceased 
body, of course you take the date of birth 
and the date of death to get the exact age. 
In a number of instances on death certifi- 
cates I have found where the date of birth, 
when subtracted from the date of death, 
would give a different age from that re- 
ported in the certificate. In the first part 
of this past October a death certificate 
was brought to my office showing the date 
of birth to be November 6, 1915, the date 


of death November 6, 1915, and the age 
of the deceased was something over sixty 
years. This was purely a matter of neg- 
ligence on the part of the undertaker. 

In giving the name of a deceased single 
female I always see that the surname cor- 
responds with that of the father. In tak- 
ing into consideration the marital relations 
or conditions, in many instances we have 
found certificates of a female single de- 
ceased where the name is different from 
that of the father. If you will consider 
this for a moment you will readily realize 
that there is either a mistake in giving 
the name of the deceased or the name of 
a step-father has been used instead of the 
father. 

In giving the occupation of the deceased 
a statement should be made as to what 
kind of work he did. If he is a laborer 
it should be stated whether or not he is a 
ditch-digger, a street sweeper, etc. If he 
is a mechanic it should be stated whether 
he is an automobile mechanic, a factory 
mechanic, etc. In a great many instances 
the death certificates of children are left 
blank. I have required that these blanks 
be filled in, even though the child was only 
one day old. If there is no .occupation, 
write the word “none.” If the child at- 
tends school it should be stated “school 
child.” 

In giving the maiden name of the moth- 
er, we find that the undertaker has report- 
ed this part of the certificate a great deal 
as the physician records the maiden 
name of the mother on the birth certifi- 
cate, giving the present name instead of 
the maiden name. It should be as is re- 
quired on the certificate. 

That part of the certificate which shows 
the length of time a physician has been 
in attendance is one of great interest to 
insurance companies, and also for statis- 
tical data in the way that it furnishes in- 
formation to determine an average length 
of duration of certain diseases. 

As to the causes of death we have found 
that the physician, as a general rule, does 
not apply the same in a way to be specific 
in that the death is not classifiable under 
any particular disease. For instance, the 
cause of death given as “Peritonitis” with- 
out stating what caused it would be prac- 
tically worthless. It is nearly as bad as 
the term “Natural Causes” and equally as 
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bad, if not worse, than that of “Heart 
Failure.” If a person dies from periton- 
itis it should be stated whether it was due 
to peritonitis caused by typhoid fever, tu- 
berculosis or pueperal conditions. When 
it is stated that peritonitis was caused 
from one of several conditions fri which 
it might have been caused, then ti.. cause 


of death can be classified; otherwise it is - 


not specific enough. 

The way that this has been remedied in 
Dallas is that we informed the local un- 
dertakers that a cause of death must be 
stated in such a way that it can be classi- 
fied, stating to them that if they apply at 
the office of the local registrar for a burial 
permit that the permit will not be issued 
unless the cause of death be given so that 
it can be classified. We have found it 
necessary in several instances to hold the 
death certificate until the cause of death 
was arranged so it could be classified, at 
the same time not trying to induce the at- 
tending physician to vary from his diag- 
nosis, but to be more careful in stating it. 
This necessitated the funeral being put off 
until a later hour. When this was done a 
few times the local undertakers found it 
more convenient to inform themselves and 
get into closer connection with the physi- 
cians to the extent that only one trip to 
the physician was needed to get the cause 
of death accurately reported at the time 
that the physician placed his signature on 
the certificate. Even now at times we find 
where the cause of death is not exactly 
satisfactorily stated, but there has been a 
marked improvement. 

A burial permit is issued for all death 
certificates, even though the cemetery be 
outside of the City limits. We have had a 
hearty co-operation from sextons, ceme- 
tery keepers and undertakers in assisting 
us to improve vital statistics records. 
After the end of each month the sexton 
delivers these burial permits to the office 
of the registrar and they are checked with 
the stubs on file, thereby assuring us that 
each burial was carried out in strict con- 
formity with the State laws governing 
such things. 

The birth registration in its beginning 
was merely a joke in many instances. We 
found where the birth of a child had been 
recorded as many as three times, and in 
giving that record only a small portion 
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of the information required had been 
placed on record. We found in many in- 
stances where the date of birth was not 
given, and where the sex and color was 
not stated. 

At the time I took charge of vital sta- 
tistics work in Dallas, some months the 
deaths would exceed the births. I believe 
it was twice that it happened during my 
connection with this work. I determined 
that births should exceed the deaths each 
month, because there were really more 
births than deaths and it was not long un- 
til I learned that there were only a few 
negligent physicians who were failing to 
report them as they should. I adopted a 
plan of taking the death certificates of 
children under thirty or sixty days of age, 
seeing, of course, that the birth of the 
child, according to the death certificate, 
showed it to have been born in Dallas; and 
then I would search my birth register to 
see that the birth had been recorded. In 
this way I found many births not re- 
corded. After I had worked on this plan 
for some time and had been in direct con- 
tact with the physicians on this subject, I 
found that they took a greater interest in 
reporting births than they had before. 

Some months our deaths are less than 
half the number of births. Each birth 
and death certificate requires the personal 
signature of the physician, and when one 
is mailed which does not have the per- 
sonal signature, or is lacking in other in- 
formation, or possibly late in being 
reported, I address a letter to the physi- 
cian calling his attention to the parts he 
has neglected, and in so far as possible re- 
quest him to correct such and similar mis- 
takes. In this way both birth and death 
registration has been improved wonder- 
fully. 

The registration of Negro births in Dal- 
las is not what it should be; that is, there 
are not so many reported as there should 
be. Some months ago I obtained the 
names and addresses of Negro preachers, 
school teachers, physicians and _ social 
workers, and wrote them a letter calling 
their attention to the fact that the birth 
registration of the colored population was 
far below what it should be and showed 
them where they could be of material aid 
to the department of vital statistics in en- 
couraging each birth to be recorded; and 
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requested that they give me their support 
in getting better birth returns. This met 
with their approval; and since that time 
there has been better interest shown by a 
portion of them; and some Negro accouch- 
eurs have been located. 

Literature has been secured from the 
State Registrar of Vital Statistics on birth 
registration; and in the near future we 
expect to take up the matter of birth reg- 
istration with various city clubs, church 
and social workers and probably with 
other individuals for the purpose of secur- 
ing better results. 


VITAL STATISTICS VITALIZED.* 


By W. L. HEIZER, M.D., 
State Registrar of Vital Statistics, 
Bowling Green, Ky. 


Vital statistics vitalized as viewed by 
the author occupy a place second to none 
in relation to the welfare and progress of 
our people. Unfortunately all of the fac- 
tors which enter into the greatest useful- 
ness of vital statistics do not at present 
obtain and this paper is written with the 
hope that it may act as a stimulant toward 
national, state, city and community effi- 
ciency in the collection and use of vital 
statistics. 

Vital statistics in their accepted defini- 
tion embracing births, deaths, sickness, 
marriages and divorces occupy a two-fold 

‘relation to the welfare of a people. In 
Kentucky we have called our bureau “Ken- 
tucky’s Big Family Bible’ in that we keep 
a record of the births and deaths of every 
citizen of the State. The phrase sounds 
good but it is not true. We receive the 
records of nearly all of the children born 
and of people who die in Kentucky, and if 
their folks continue to reside in Kentucky, 
we hope to be able to secure their complete 
family record of births and deaths. But 
if the family moves to California or Ten- 
nessee, or another registration state, a 
search through those records will have to 
be made before a family history can be 
made complete. If such a family moves to 
a non-registration state, of which there 
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are about twenty-four, their family his- 
tory then ends as far as a state official rec- 
ord is kept until such state becomes pro- 
gressive enough to adopt and enforce a 
law to record the resources in births and 
the liabilities in deaths of its most valu- 
able possessions. 

Th relation of family history to vital 
statistics, then, is of great importance, for 
upon a correct record of one’s family de- 
pend many events of life, including: in- 
heritance, responsibility under labor laws 
and laws of crime, holding office, attend- 
ing school, etc. 

In this country and in the Southland 
there is one relation of vital statistics to 
our life which if presented properly to any 
legislature would go far toward securing 
the passage of a vital statistics law and 
ample funds to enforce it. Our people are 
an extremely proud people. Our ancestry 
enjoyed a reputation for sobriety, honesty, 
integrity and adherence to principle even 
unto death. Not always clad in purple or 
fine linen were they,—more often in home- 
spun,—but always secure in their adher- 
ence to paths of virtue, righteousness of 
conduct and pride of birth. Within a few 
years, even while our grand-children still 
live, even now, dressed in good clothes, 
with a veneer of civilization to hide 
the life of adultery and shameless sin 
of their fathers and mothers there will 
be men and women who with no fam- 
ily record may be permitted to asso- 
ciate with our sons and daughters, even 
marry them, without any means of our 
knowing that their fair skin and silky hair 
are but twice or thrice removed from a 
Mulatto who was conceived in sin. 

A properly enforced vital statistics law, 
correlated with the records of other states, 
would furnish fathers and mothers of 
daughters and sons a chance to see what 
manner of man or woman it is who would 
reproduce their kind, and afford equal 
protection to both races between whom 
marriage is impossible. 

For these reasons it would seem wise 
for the Census Bureau, when directed by 
your voice through Congress, to enlarge its 
scope of usefulness by securing copies of 
all births, deaths and marriage records for 
permanent file and keep in Washington a 
continuous index of these events of all the 
people of the registration area, which at 
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the earliest possible time should embrace 
ail of the population of the United States. 
In this way a real family record will be 
kept and will serve the greatest possible 
good with the least expenditure of time 
and energy to collect and make it avail- 
able. Arrangements should also be made 
to aid the states in a more thorough en- 
furcement of the law by extending the 
franking privilege to state registrars who 
are handicapped in most states by a lack 
of funds. 

The second influence of vital statistics to 
the welfare of the people is found in their 
relation to the public health. Perhaps this 
is their greatest value if they could be 
made available. 

In the classified detailed tabulations 
which involve much time and expense 
there will be found all the material for a 
critical analysis of death returns. They 
are of inestimable value in determining 
the total loss of life, the effect of certain 
policies pursued by various boards of 
health, the trend of death rates, the indi- 
cations for future courses of action, the 
relation of population, climate, occupa- 
tions, etc., to causes of deaths. 

But effective health administration in 
our present state of civilization must deal 
with the immediate disaster of disease. A 
general in battle by means of telephones, 
messengers, aviators, captive balloons, etc., 
receives, continually, messages concerning 
the movements of the enemy, his own and 
his adversary’s loss in battle, reinforce- 
ments to his own or the enemy’s army. 

This news, a day, a month or a year 
after the battle is useless for the immedi- 
ate conflict. In the same way health 
boards must receive prompt morbidity re- 
ports, or, at least, prompt mortality re- 
parts so that they may successfully control 
the invasion or spread of preventable dis- 
eases. 

Unfortunately, most health boards do 
not have sufficient forces to send immedi- 
ate aid where epidemics are taking their 
toll in human health and life, but I believe 
that it is because the people have not seen 
the actual need for spending the money 
for such help. 

For this reason death rates from com- 
municable diseases in cities, counties, 
states and throughout the nation should be 
collected promptly and published at once 
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for the information of the Public and its 
health officials. 

In a few instances in Kentucky the 
death records from typhoid fever indi- 
cated an epidemic, and following the well- 
known line of prevention, foci of the dis- 
ease disappeared within ten days or two 
weeks. 

Preventable diseases are no respectors 
of county, city or state lines and just as it 
is important for a state to secure records 
from each county or city within its bor- 
ders, so is it equally important that the 
state should secure from the national Gov- 
ernment immediate reports as to the prev- 
alence of preventable sickness outside its 
borders. 

In 1911, our death records showed three 
deaths in one month from infantile paraly- 
sis in Covington. I was directed by our 
Board to make a special investigation and 
found sixty-five cases in this city and New- 
port which adjoins it; and found also that 
the city of Cincinnati just across the river 
had more than two hundred and fifty cases 
that our Board of Health knew nothing 
about. It seems entirely practicable for 
the states to send to the Division of Vital 
Statistics at Washington immediately up- 
on their receipt copies of death records for 
preventable diseases within their borders 
and that this Division could issue special 
monthly bulletins on the preventable dis- 
eases and have available, promptly, such 
information as would be necessary to pro- 
tect the health of the people in adjoining 
territories. 

In the case of water-borne diseases this 
would be of considerable value, as shown 
by the experience along Cumberland River 
which rises in Kentucky, flows through 
Tennessee, and back into Kentucky. 

In 1912, our State encampment was held 
in Middlesboro, Kentucky, located on a 
branch of the Cumberland River. Typhoid 
fever appeared in epidemic form. Pine- 
ville——about thirty miles below,—using 
Cumberland River water to drink, had an 
explosive outbreak. Barboursville, which 
is located on this river, after a few weeks 
also had an explosive outbreak. Williams- 
burg being warned, as a result of our vital 
statistics report, escaped with a few cases. 
The disease continued to apvear at vari- 
ous Tennessee points, finally reaching 
Clarksville, Tenn., which is also on this 
river. 
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The death records of typhoid fever tab- 
ulated by water sheds and published by 
our National Division of Vital Statistics 
would have afforded Tennessee and her 
cities ample warning to prepare for the 
coming trouble. 

In publishing the comparative rates for 
diarrheal diseases for cities of a state, or 
for all the states, it is of extreme value to 
add a paragraph stating the kind of water 
supplied, facilities for disposal of sewage, 
health administration as: to markets for 
food, and such other facts as would enable 
one to understand the possible relative 
high or low death rate. 

For example, Bowling Green has far the 
highest death rate from typhoid fever in 
Kentucky. It has no sewerage system; 
drinks raw river water from a fairly 
populous water shed, and has no competent 
health administration. 

Henderson has the second highest rate. 
It has a sewerage system with a consider- 
able portion of houses connected, but has 
until recently been drinking raw, untreat- 
ed Ohio River water. 

Thus it can be appreciated how helpful 
to health authorities such facts, published 
by the state and community, in relation to 
certain death rates can be made. 

Spot maps showing the number of 
deaths from preventable diseases in our 
State have been of great help in educating 
the people. 

When the bill creating our State Tuber- 
culosis Commission was pending, such a 
- map was constructed showing a red spot 
for each death from tuberculosis for each 
county in the State, the figures appearing 
in a small circle in the center of each 
county. When this was presented to the 
committee in charge of the bill, the chair- 
man remarked: “I am in favor of any- 
thing which will reduce the number of 
those dots.” The bill was unanimously 
recommended and became a law. 

A map of Kentucky twenty-four feet 
long and ten feet high was constructed 
with spots of different colors to represent 
the preventable diseases, and a card placed 
within the boundaries. of each county, 
showing the total number of births and 
deaths from all causes and from prevent- 
able diseases for each of three years. This 
has served a useful purpose. 

We are at work at present upon the ef- 
fort to secure a whole-time health officer 
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in each county of the State. For educa- 
tional purposes at the two State Fairs, 
Medical Association Meetings, Meetings of 
Women’s Clubs, State Educational Asso- 
ciation and at the coming session of the 
State Legislature, we devised a spectac- 
ular exhibit to tell the story of preventable 
diseases. 

A large wheel five feet in diameter was 
constructed, with one hundred and thirty- 
six small graves around its circumference, 
each with a headstone naming the disease 
responsible for that grave. Tuberculosis 
lead the rest with forty-nine. This gave 
the ratio of preventable disease deaths. In 
the center of this wheel was drawn a large 
map of Kentucky with 12,451 pins of thir- 
teen colors stuck in it, representing the 
average number of deaths from prevent- 
able diseases for three years by cause, and 
a color scheme explaining the frequency of 
each. As the wheel revolved it moved a 
large clock hand around a four-foot dial 
divided into one hundred thirty-six sec- 
tions. As the hand passed each division a 
white light flashed in a globe, representing 
the passage of forty minutes of time and 
one death. When a third of the dial was 
traversed a blue light appeared represent- 
ing forty-five deaths in thirty hours, and 
one complete revolution of this wheel flash- 
ed a red light showing that every ninety 
hours in Kentucky we lose one hundred 
thirty-six citizens from preventable dis- 
eases. We feel sure that this and other 
means which we have devised to show our 
people the enormous loss they suffer in 
health, happiness and money will be the 
means of securing the passage of our 
Whole-Time Health Officers Bill, giving a 
trained man in health work to each county 
in the State, who shall give up the practice 
of curative medicine and devote his entire 
time to preventive medicine. 

With their help we hope to be able to se- 
cure complete and accurate returns of. 
births, deaths and sickness. From these, 
as we have done in two counties to demon- 
state its practicability, spot maps on com- 
position board using different colored pins, 
will be made showing the exact topograph- 
ical location of preventable disease deaths 
ir. each county, and will be of great valve 
to the Health Officer. Deaths from typhoid 
fever and dysentery occurring upon the 
water shed of creeks draining into water 
supplies will furnish the indication for 
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warning and action by the Health Boards. 
Cases of preventable diseases will be col- 
lected as provided in an amendment of the 
model Vital Statistics Law and spot maps 
of these cases and deaths for each county 
will afford such an opportunity for the 
protection and safety of the health and 
lives of our people that they will not only 
maintain the system of whole-time county 
health officers, but will insist upon increas- 
ing their effectiveness. 

Then and not until then will we be abie 
to realize all that can be accomplished with 
Kentucky’s Vital Statistics Vitalized. 


THE NEED OF UNIFORM HEALTH 
REGULATIONS IN THE SOUTH- 
ERN STATES.* 


By D. W. JONES, M.D., 
Chief Sanitary Inspector of Mississippi, 
Brookhaven, Miss. 


Vital statistics are essentially the very 
basis of all our public health work; and 
the systems and records have no value for 
comparative work unless the getting of 
ve statistics is based upon some general 
plan. 

A careful comparison of the health reg- 
ulations of the Southern States shows such 
a striking similarity that one is forced to 
ask why we can not have a uniform set of 
rules and regulations. Why can not the 
Southern Medical Association appoint a 
‘commission to draw up such a plan as 
would be acceptable to all the Southern 
States, at least in its basic features? 

Take, for illustration, the matter of in- 
terstate travel. The regulations in regard 
to spitting, cuspidors, sweeping, sleeping, 
the conduct of railroad authorities in the 
case of contagious diseases en route, re- 
porting, detention, disposition of infected 
cars, disinfection, etc., should be the same 
in every state. I notice considerable dif- 
ference in the rules of the several states as 
to transportation of dead bodies, embalm- 
ing, form of permits, regulations as to dis- 
interments, etc. There seem to be no uni- 
form rules as to embalming in different 
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states; and the penalties for failure to em- 
balm according to regulations vary con- 
siderably. Recent cases of hydrophobia 
attract our attention to the fact that there 
are no uniform regulations as to trans- 
portation of domestic animals. Checking 
up our dairy output in Mississippi, we 
find that there are no uniform rules as to 
the shipment of milk, disinfection of cans, 
etc. Similarly we lack a perfectly uni- 
form rule as to shipment of meats. 


The rules as to the drinking cup, towels, 
ete., are fairly uniform, but the regula- 
tions assuring the purity of the drinking 
water seem to vary considerably. 


All these matters are covered in a gen- 
eral way by the Federal regulations, but 
many of our states have additional regu- 
lations. Why not all have the same? We 
should have uniform regulations as to in- 
terstate quarantine, uniform restrictions 
as to travel, detention, certification of 
health; also as to domestic quarantine, 
length of time children should be kept at 
home after various contagious diseases, 
uniform penalties for false certificates, 
uniform rules for reporting contagious 
diseases, and penalties. We should have 
uniform regulations as to maritime quar- 
antine, detention at ports, inspection, 
docking, unloading, disinfection of ships, 
examination of sea-faring men, and re- 
porting sickness of such after going 
ashore. The Southern States should have 
an agreement as to reporting in good faith 
all contagious diseases, after a uniform 
pian, to the several state boards. The 
carrying out of the terms of such an agree- 
ment with the other states as to reporting 
of bubonic plague by the health officers 
of New Orleans undoubtedly prevented a 


_panic and the institution of quarantine 


when this disease was discovered to be in 
that City. 

I find considerable variation as to what 
diseases are “reportable” and the manner 
in which they are reported, and the pen- 
alties for failure to report. It would 
strengthen the execution of such a system 
in one state if the system were uniform 
in all the adjacent states. For illustration, 
we have never been able to get our doctors 
to report tuberculosis in Mississippi by in- 
dividual names and addresses. As a re- 
sult we have no way of protecting the pub- 
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lic from the renting of houses that may 
be infected with tuberculosis. C 

Many other instances could be cited, 
but it is unnecessary. The only question 
is, is it expedient for this Association to 
take any action in the matter? - 

These matters are necessarily under 
Federal control to a considerable extent, 
and the more we leave interstate traffic 
to the Federal government the better it 
will be in my opinion. But since the in- 
terstate and local regulations must neces- 
sarily intervene to some extent, it seems 
that we might have a commission com- 
posed of, say, one representative from 
each state and one from the United States 
Public Health Service. Care could be ex- 
ercised in considering the relations be- 
tween the state and Federal authorities, 
and some things could be left to individual 
states that have unique conditions. This 
commission could invite the railroads to 
send representatives to its conferences 
and thus guarantee their hearty co-op- 
eration with any regulations governing 
transportation. The general rules would 
of course have to be sent to the individual 
states for ratification by their state 
boards. But the fact that they had a rep- 
resentative in the conference would go a 
long way toward assuring their accept- 
ance. 


DISCUSSION 


Symposium on Vital Statistics—Papers of Drs. 
Garrison, Summers, Heizer and Jones. 

Dr. H. H. Shoulders, Nashville, Tenn.—It seems 
to me that state boards of health are guilty at 
times of introducing ill-advised, or ill-prepared 
legislation. We introduce and have passed leg- 
islation the constitutionality of which is soon at- 
tacked, and too often successfully; whereas if 
the proposed legislation had been submitted to a 
constitutional lawyer for examination the trouble 
would have been prevented. 

I wish to refer particularly to the numbering 
system mentioned by Dr. Garrison. 


In Tennessee, when I was confronted with the, 


proposition of installing a registration system, I 
went to Kentucky to get some ideas. And I 
found that I didn’t make a mistake. I made in- 
quiry of a number of men to find out the reason 
for a numbering system, and I never did find a 
good reason for one until I took the same up 
with Dr. Heizer. He went through his system 
without finding what I considered a proper one. 
Later, Dr. Heizer did submit a good reason for 
the trouble, which reason is that it serves to 
identify each unit in the simplest way. I worked 
out a plan of numbering which has worked so 
satisfactorily that I will give it: 

The counties were first numbered alphabet- 
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cally. In Tennessee each civil district, which is 
our primary unit, is already numbered. Each pri- 
mary unit has a number with five figures in it. 
The first two figures to the right are the civil 
district number. The next two figures are the 
county number; the fifth figure is either a figure 
4 or a figure 2—the four indicating that the dis- 
trict is rural, the two indicating that it is a 
city. For instance, the figure 41912 is the 12th 
district in county number 19, and is rural. When 
a clerk memorizes the number of each of 96 coun- 
ties he has the entire numbering system in his 
mind, and has no difficulty, even without a key, 
of placing any number. 

Dr. Heizer has presented a subject which is 
very timely. Much of present-day public health 
procedure needs vitality. To my way of thinking, 
a system of vital statistics is vitalized when it 
serves well the purpose it is capable of serving. 
It is vitalized only to the extent it serves its pur- 
pose. 

One of the most fundamental purposes of vital 
statistics is that of making the organic unit of 
society conscious of its conditions. When the 
unit of society is made conscious of its conditions 
the very consciousness brings activity—activity 
of the proper sort—a co-operative activity. 

Laws seeking to protect the public against 
such catastrophies as hotel fires, railroad wrecks, 
mine explosions, etc., are far in advance of and 
more efficient than, public health laws. The 
reason that is so, in my opinion, is that society 
is made immediately conscious of the loss when 
the wreck occurs. It may be trivial, in point of 
loss of life, but the newspapers carry a story of 
it under flaring head lines. Secondly, of course, 
vital statistics serve to direct our public health 
activities, or else they are at random. 

It goes without saying that for our statistics to 
be of vital interest they must tell the truth, and 
then must be properly interpreted. 

The public conscience is easily awakened by 
the presence of epidemic diseases (so-called con- 
tagious diseases), and public health authorities 
have almost unlimited powers in dealing with 
them. Vital statistics will precede and serve to 
bring about the awakening which must occur 
before many of our more insidious and more 
deadly diseases will be under proper control. 


Dr. Oscar Dowling, Shreveport, La.—In 1913 
over 1,000 bills on public health were introduced 
in 43 state legislatures. Of these, Dr. Green, of 
the American Medical Association, says: “Many 
of the bills were no doubt carefully drafted; and 
if their passage could have been secured they 
would have been valuable additions to the laws 
of the states. Most of them, however, repre- 
sented hobbies and theories rather than facts.” 
He adds further: “To expect legislatures com- 
posed mainly of laymen without scientific knowl- 
edge to separate the wheat from the chaff was 
asking an impossibility. Some of the states un- 
doubtedly secured valuable additions to their 
public health laws, but in many cases the pa- 
tience of the legislatures was exhausted through 
the presentation of loosely drafted measures not 
in shape for serious consideration.” 

The need for uniform health regulations is ap- 
parent to any physician or layman who gives the 
question a moment’s consideration. 
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The underlying reason for uniformity is the re- 
serve strength and force which such a set of 
regulations would imply. If every state in the 
Union should pass and enforce a sane, uniform 
regulation on treatment of tuberculous patients 
in county sanitoria, in a few years the death 
rate from this disease would be immeasurably 
lowered. If every state would adopt and enforce 
a practical regulation preventing the sale and 
advertising of even one fraudulent patent nos- 
trum,—say a cancer cure or “female remedy,”— 
the effect would be sufficient to awaken a public 
sentiment against the patent nostrum evil in gen- 
eral; and reputable newspapers would cut from 
their columns the most objectionable of this class 
of advertisements. So if it were not trivial, the 
subject of legislation would matter little. It is 
the effect from uniformity of purpose and action 
that would count. 

One of the weaknesses of our health work lies 
in the lack of confidence in the public in pro- 
posed measures or those in force. Critics say 
frankly, “You medical men do not agree; you 
don’t know what you want,” while the skeptical 
laugh at the diverse opinions of health officers 
and the inconsistencies of regulations of health 
boards. They tell us, for example, the New York 
Board of Health has given up fumigation and the 
rest of you make us go to the expense and an- 
noyance of this performance. 

Why can’t you people agree? A concensus of 
opinion framed into a sensible law would have 
untold moral effect in establishing confidence in 
the science of community hygiene and belief in 
the necessity of obedience. The regulation of 
the United States Public Health Service which 
requires that a certificate be obtained showing 
quality of water used by the railroads at every 
station where water is taken, is a case in point. 
No one questions the protection to the traveling 
public which is insured by this regulation. No 
one thinks of ignoring or dodging and every com- 
munity in which the water is condemned “gets 
busy” without delay to remedy whatever faults 
there may be with the supply. No community 
wants to be under the ban of having bad water. 
This attitude is proof of what happens when a 
law is believed universal and irrevocable. 

That is point number one in favor of uniform- 
ity in health legislation. Another reason equally 
important would be the agreement as to funda- 
mentals which would be a first requisite. Dr. 
Green suggests that many of the proposed meas- 
ures are freak measures,—the fads and theories 
of persons who are well meaning, but not well 
informed. A law pertaining to health which is 
not based upon scientific knowledge discredits 
the whole structure of health protection. A law 
requiring a marriage health certificate may be 
needed, but an impossible law on the subject will 
retard progress toward the end in view. It 
would be easy to unite on essentials. A commit- 
tee to represent sections could be agreed upon 
and their recommendations accepted. This would 
have an effect on the legislatures and would pave 
the way for adoption. Does this plan seem im- 
practicable? It has worked out in other social 
movements, and health activities in many aspects 
are sociological. 

There is yet another point which is important. 


now even among health officers, in moments of 
crisis, a feeling of uneasiness. Often we are also 
ignorant of the regulations of other states and, 
therefore, not certain how to act until informa- 
tion is gained by wire or the ’phone. However, 
this inconvenience is slight compared with the 
feeling that the scheme is incomplete and un- 
scientific. To tolerate such conditions is not 
common sense for business men and men who 
have been trained to know and value co-opera- 
tive effort. i 

These are only a few of the many aspects of 
this subject most vital to advance in public 
health. They are sufficient to direct attention to 
the need for a proper understanding and imme- 
diate action by all who are interested in the en- 
forcement of sane, sensible, practical and en- 
forcable laws. 

Dr. James A. Hayne, Columbia, S. C.—The fact 
is we have exactly the same law in South Caro- 
lina that they have in Arkansas. It was prepared 
by the same person in Arkansas who prepared it 
in South Carolina,—namely, Dr. Wilbur. The 
doctor came down to South Carolina to prepare a 
vital statistics law for the State; and she op- 
erates well under the laws as passed. It con- 
tains very few paragraphs—I believe nine—and 
it is worked out by the State Board of Health 
in the form of regulations. 

It was suggested that a competent man be se- 
lected on a salary to handle the registration of 
births and deaths, and a fund was set aside to 
print all bulletins necessary and all expense in- 
cident to the duties. We will be ready on the 
first of January to start work. We had first ap- 
pointed ali magistrates and local registrars. Then 
we had to eliminate the registrars and finally 
provided for a registrar in every township. We 
have about 625 registrars in the State. The very 
first month or the second month, rather, that the 
law was in operation Greenville, Spartanburg and 
Columbia were admitted to the registration area 
of the United States. Those cities show reports 
of 27,000, 17,000 and 18,000, respectively, which 
give us in the registration area four cities. Our 
first month gave us fifteen and six-tenths deaths 
per thousand population and twenty-seven births 
per thousand. 

These birth certificates and death certificates 
are bound together, numbered and card indexed. 
Up to the present time we have a registration of 
fourteen and six-tenths of deaths for every twenty- 
six thousand; that is, for the first- ten months 
that we have had the registrations. We imme- 
diately commenced tabulating the returns on 
contagious diseases; and the first six weeks after 
the law went into effect we had this published 
in the daily papers, giving the people some idea 
of what we wanted from this statistics law that 
we were not able to get before. 

“ The death rate from typhoid fever was twenty- 
six per one hundred thousand. 

We have had stumbling blocks in the carrying 
out of this law. In the order of importance I 
will name the general practitioner. He is the 
greatest stumbling block at present in both vital 
statistics and the reporting of communicable dis- 
eases. The general practitioner is generally au- 
tocratic. He is accustomed to giving his own 
individual opinion of a case and not the facts. 


Administration would be much easier. We have Being autocratic, he reports what he pleases. 
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He has children and a wife to feed and his 
horse or his automobile to run and when the 
general public refuses to give support to the phy- 
sician who treats and reports the cases it is of no 
interest to him. It influences his judgment, 
thereby causes annoyance. Until the general 
public is educated to want the physician to re- 
port communicable cases he will not do so. 


Then again the anti-narcotic law is bearing 
down upon him with a burden that he is unable 
to bear. He says he can not sign a death cer- 
tificate, giving certain requirements. He wants 
the 25 cents. No one else can sign it but himself 
and all of these things produce a parting of the 
way. We must find a solution of the situation. 
We are up against just the common variety of 
general practitioner. The specialist on the eye, 
ear, nose and throat will help us; the surgeon 
will help us; but the man who is driving a Ford 
or a horse or a mule, used for earning his living, 
is not going to do anything to decrease the ty- 
phoid rate in his community or any other rate 
because he is making his living out of it. 


It is all very well to talk about altruism; but 
there isn’t a state in the Union in which they 
have gotten the correct data on malaria. South 
Carolina gives the highest report on malaria. 
There isn’t a state in which there are over 20% 
of the physicians who will answer the questions 
absolutely the same on a given case. And that 
is also true of typhoid, tuberculosis, etc. 


Dr. W. S. Leathers, University, Miss.—I think 
it very important that this Section follow the 
suggestion of Dr. Dowling and Dr. Jones in regard 
to having uniform health regulations. That is a 
very important matter. The going into court 
with their differences in so far as regulations are 
concerned creates a serious situation. 


I think it would be a good thing to have a com- 
mittee appointed, consisting of a representative 
from each state, a representative from the Fed- 
eral government, and one from the United States 
Public Health Service to act together on this 
matter. I believe if we could adopt resolutions 
that would reasonably apply to the laws of the 
several states that it would enable us to go a 
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long way toward systematizing vital statistics 
and everything else. 

Dr. R. H. von Ezdorf, U. S. Public Health 
Service, New Orleans, La.—It seems to me that 
it would be proper to have this matter considered 
at the conferences that are held annually with 
the United States Public Health Service of all 
state health officers of the United States, and 
therefore it would not be necessary that a special 
conference of state health officers be held. There 
is no doubt that uniform state health regulations 
should be adopted and some standard or model 
form of regulations covering certain subjects will, 
and it seems to me should, be drawn up at the 
annual conference to which I have referred. I 
believe some steps.have already been taken to- 
ward this end. 

Dr. F. A. Coward, Columbia, S. C—We might 
in the future discuss uniform regulations just as 
we are doing today, but unless we draw ur some 
definite plan or arrange some kind of program 
we shall accomplish nothing. The resolution can 
do no harm. 

Dr. W. L. Heizer, Bowling Green, Ky.—I had 
the privilege of being present at the conference 
in Washington of the state and provincial boards 
of health. There were not more than ninety-five 
present. Some of them were from Canada and 
from other foreign countries; and some of the 
men who discussed the papers could hardly 
sneeze good English. 

The South has problems peculiarly its own in 
the regulation and control of hookworm disease, 
pellagra, malaria and tuberculosis. It would 
seem entirely right and proper that uniform 
health laws for the Southern States, especially, 
could be better conceived, enacted and enforced 
by a discussion of them which would follow at a 
conference of men who understand these typical 
Southern problems. Later, the recommendations 
of such a committee could be laid before the con- 
ference of the state and provincial boards of 
health and submitted to the United States Public 
Health Service. . 

Dr. D. W. Jones, Brookhaven, Miss.—It would 
serve a very good purpose for the Southern 
States. 
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SURGERY, GYNECOLOGY, OBSTETRICS AND 
GENITO-URINARY DISEASES 


MESENTERIC THROMBOSIS AND 
EMBOLISM: REPORT OF 
35 CASES* 


By JNo. H. BLACKBURN, M.D., F.A.C.S., 
Bowling Green, Ky. 


A discussion of the rare and unusual in 
the wide field of surgery or the reporting 
of a single case of any particular disease 
may be considered a matter of presump- 
tion. However, when we recall the fre- 
quency with which we meet the so-called 
“acute abdomen,” the difficulty with which 
an accurate diagnosis is made in many 
of these conditions, the dangers attending 
a delayed operation in most of them, and 
the fact that most of them ultimately come 
to the operating table; these we believe 
are sufficient reasons to justify the report- 
ing of a case of a relatively rare surgical 
disease of the abdomen, thrombosis of the 
mesenteric vessels, which should always 
receive due consideration. 

In conjunction with the study of this 
case we have sent out inquiries to about 
five hundred surgeons in the territory of 
the Southern Medical Association, and we 
give herewith the results of the investiga- 
tion of the cases reported. It is our pur- 
pose to discuss this case and also to place 
on record some thirty-five cases of mesen- 
teric thrombosis and embolism which have 
not been previously reported. 


REPORT OF CASE 


Miss M. M., white, female, age 16. Seen in 
May, 1913. Previous History: Began menstruat- 
ing at about 12 years of age, suffering each month 
with pains in lower abdomen and pelvis. On 
April 6, 1910, at 13 years of age, she was operated 
upon in Lincoln, Nebr., for “cystic ovary on right 
side (median incision), and found many adhe- 
sions. She never recovered fully, always having 
a soreness across the abdomen and drawing sen- 
sations. She suffered with attacks of pain every 
few months, and eight different physicians diag- 
nosed it appendicitis.’ On January 21, 1913, 
when nearly 16 years old, she was operated upon 


*Read in Section on Surgery, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
Nov. 8-11, 1915. 


by Dr. E. M. Sanders, of Nashville, Tenn. Through 
a right rectus incision he found a chronically in- 
flamed appendix with marked adhesions about ap- 
pendix and cecum, simulating a Jackson’s mem- 
brane. Also many adhesions about fundus and 
posterior wall of bladder. Exploration of pelvis 
showed a broad ligament cyst on right side about 
the size of an orange. These conditions were re- 
lieved and she made a perfectly smooth operative 
recovery. Dr. Sanders suspected a papilloma, but 
his records do not show that the tumor was ex- 
amined microscopically, as the operation was not 
done at his hospital. Patient was not entirely re- 
lieved of pain by this operation, and continued 
to suffer éach month with pain in lower abdomen 
and pelvis, usually accompanied by headache of 
greater or less severity. 

Present Attack: On May 9, 1913, she began to 
suffer with pain in lower abdomen as usual; and 
family thought it dysmenorrhea. Pain gradually 
increased in severity; abdomen became tender 
and distended; and on May 11 she developed nau- 
sea and vomiting. Seen on May 13 at 10 a. m. by 
Dr. J. F. South, of Bowling Green, who found her 
in intense pain with marked distension of abdo- 
men, vomiting large quantities of fluid at inter- 
vals, which had fecal color and appearance. Temp. 
102°, pulse 160, marked prostration. 

Diagnosis: Intestinal obstruction with periton- 
itis. 

To relieve pain, Dr. South gave morphine and 
atropine hypodermically, to be followed by castor 
oil and high enema. He returned at 4 p. m. and 
found that the oil had been vomited, and there 
had been no result from the enema. 

I was called at 5 p. m. and found condition as 
described above. Pulse had increased to 170; 
pain extreme and paroxysmal; and marked gen- 
eral distension. Nausea persistent; vomiting at 
intervals much larger quantities of fluid than she 
had taken; fecal odor still present; and absolute 
constipation. Palpation showed general muscular 
rigidity, with an ill-defined mass in the left lower 
quadrant. Tender over entire abdomen, but more 
marked in left lower quadrant. There are two 
operative scars, one in the median line below 
umbilicus and one at outer border of right rectus. 
Agreeing with Dr. South that there was an in- 
testinal obstruction, I advised an immediate lapa- 
rotomy to determine the cause. This was done 
at 7 p. m. In view of the extreme condition of 
the patient the abdomen was opened under Novo- 
caine anesthesia, 1 and 0.5% sol. On account of 
the mass and induration in the left lower quad- 
rant the incision was made at the outer border 
of the left rectus over the mass. On incising the 
peritoneum there escaped a quantity of dark, 
bloody, watery fluid, under tension. Immediately 
there appeared a coil of black intestine, tense and 
about to rupture. Exploration showed that the 
coils of intestine were adherent to the abdominal 
wall all about the incision, leaving a small cavity 
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walled off with the coils. The most prominent 
coil was opened and then attached to the lower 
part of incision. There escaped from the intes- 
tine a large quantity of offensive bloody fluid and 
gas. During the night pulse was 132 to 152; 
temp. 100 to 102°. Vomiting continued at inter- 
vals, dark green fluid. Patient restless; suffer- 
ing pain occasionally; delirious at times. Cardiac 
stimulants hypodermically and saline proctoclysis 
were given. Wound discharged freely, requiring 
frequent dressings. On May 15, 36 hours after 
operation, we incised a coil of intestine which 
presented in upper end of incision. Pulse 140 to 
160; temp. 101 to 102°; vomiting continued. May 
16, pulse 120 to 130; temp. 100°. Patient sleep- 
ing some; expells gas through rectal tube. Drain- 
age has fecal odor. May 17, has good fecal drain- 
age. Pulse 120 to 130; temp. 99.5 to 100.5°. May 
18, portion of small intestine two inches long 
came out in slough with drainage. At intervals 
of one to three days we removed portions of 
_small intestine, 2 to 8 inches long, the total slough 
measuring 32 inches. The wound gradually 
cleaned out, leaving granulating walls with puru- 
lent and fecal discharge, and with openings into 
upper and lower ends of cavity. Pulse remained 
about 120, temp. 100 to 102° each day. General 
condition of patient improved for a time; and she 
took more nourishment for a few days. May 23, 
slept practically all night, pulse 110, temp. 98°. 
May 26, began to show evidence of sepsis; very 
delirious; pulse 162; temp. 97°. Saline procto- 
clysis with whiskey given freely. May 29, pa- 
tient somewhat improved; still vomiting greenish 
fluid at times; taking very little nourishment. 
May 31, pulse weak and intermittent, 120 to 146. 
Patient voids involuntarily. Wound shows gran- 
ulating, healthy surfaces. June 2, patient grad- 
ually succumbing to septic poisoning, weak, pros- 
trated, restless, sleeps very little. Pulse grad- 
ually became weaker and more rapid; patient re- 
tained very little nourishment; became more 
prostrated; and died on June 6 at 1:30 p. m., 28 
days after onset of present attack, and 24 days 
after operation. 


Post mortem examination at 4 p. m., two and 
one-half hours after death. On extending opera- 
tive wound upward and downward found mass of 
small intestines surrounding incision and occupy- 
ing almost entire left half of abdomen and ex- 
tending beyond median line at umbilicus. Small 
intestines were matted together with dense adhe- 
sions and in many places covered with flakes of 
fibrin, showing evidences of peritonitis. 
tery was much thickened and indurated. That 
portion of mesentery carrying the thrombosed 
vessels had sloughed, a typical infarction, leaving 
a sector of the mesentery missing, the radius be- 
ing about 4% inches, the are about 4 inches. 
Blood vessels about margin of this sector were 
thrombosed and filled with clots. Mesenteric 
glands enlarged. Gangrenous intestine was in 
upper ileum, 7 to 8 feet from pylorus. Spleen 
Somewhat enlarged. Transverse colon adherent 
to upper portion of mass of adhesions; ascending 
colon and cecum apparently normal; appendix 
absent. Examination of pelvis showed it clean; 
small uterus pulled to left; right tube and ovary 
absent, with no adhesions or evidences of papil- 
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loma; and left tube and ovary not adherent to 
mass above them. 


ANALYSIS 


In this case the age of the patient is un- 
usual, 16 years, most cases occurring after 
thirty. As to the sex, males are affected 
about twice as often as females. It is 
difficult to establish any direct relation- 
ship between the conditions reported in 
her previous history and that found at 
operation. The first operation for cystic 
ovary three years previously and the sec- 
ond for broad ligament cyst, chronic ap- 
pendicitis and adhesions four months be- 
fore onset of present attack, without evi- 
dences of infection, could have an influ- 
ence only in a mechanical way. Pelvic dis- 
orders and operative procedures for pelvic 
tumors and appendicitis have been fol- 
lowed my mesentric occlusion, and the 
latent period has never been longer than 
two to three weeks; in this case it was 
three months and three weeks. There was 
no evidence from history or examination 
of previous endocarditis or involvement 
of the blood vessels. As to the clinical 
picture presented, it was apparently typ- 
ical of acute obstruction of the intestine. 
There was no blood in stools or vomitus 
except that found on opening the bowel. 
The ill-defined tumor should have been 
suggestive of the existing condition, al- 
though .a mass is found in only a small 
portion of cases. The co-existing periton- 
itis and marked adhesions prevented any 
attempt at more than an enterostomy, par- 
ticularly on account of the extreme condi- 
tion of the patient. An unusual feature 
was the gradual sloughing and separation 
of the gangrenous coils of intestine, even 
up to 8 inches in length, the total measur- 
ing 32 inches. At the end of about ten 
days the patient appeared to be gaining 
in strength and the outlook was slightly 
more hopeful, but the proximity of the 
gangrenous portion of the intestine to the 
stomach led to exhaustion, and this with 
the marked septic condition of the patient 
was more than she could withstand. The 
rather sudden onset of the attack, the 
complete gangrene of the bowel in four 
days, and the condition of the mesentery 
found at post mortem led us to the opinion 
that there was an occlusion of the branch 
of the superior mesenteric artery, although 
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the usual causative factors are lacking in 
the history. 

As a part of the study of mesenteric 
thrombosis and embolism and in order to 
determine if possible the relative fre- 
quency of it in the South, we sent out a 
questionaire to 493 surgeons within the 
territory of the Southern Medical Associa- 
tion, receiving responses from 115. In 
many instances the surgeon was unable 
to answer all questions accurately, the 
previous history being incomplete in most 
cases. In some cases no records had been 
kept and the history was given from mem- 
ory. In the cases reported the diagnosis 
was verified by operation or post mortem 
examination, except in two instances, as 
shown in the case reports. 

Through the kindness and courtesy of 
Drs. Joseph C. Bloodgood and Alexius 
McGlannan, who loaned the hospital rec- 
ords, we are enabled to report the follow- 
ing five cases from the Johns Hopkins and 
St. Agnes Hospitals: 


Case 1. Johns Hopkins Hospital. Mrs. L. H., 
white, female, age 45. First admitted in October, 
1901. Diagnosis, Raynaud’s disease. Admitted 
second time to medical side in October, 1912, suf- 
fering with burning and distress in stomach one 
hour after eating; relieved by vomiting of sour, 
undigested food. Also has distension of stomach. 
During past 6 or 8 years has had 3 to 5 attacks 
of acute abdominal epigastric pain, colicky, never 
radiating; no vomiting. On examination at this 
time a diagnosis of “Hyperthyroidism; Throm- 
bosis of Iliac Veins; Phlebitis (left leg)” was 
made. Admitted third time on March 10, 1913, 
to medical side. Present attack began ten days 
ago, sudden, severe epigastric pain, radiating to 
back and shoulders. Pain continued with recru- 
descence two days later. Bowels constipated, but 
move well with cascara and enemas; considerable 
eructation of gas. Veins of right and left hypo- 
chondrium, epigastrium and lateral abdominal 
regions are markedly dilated. Four days after 
admission pain became more severe, tenderness 
generalized, patient hiccoughing and vomiting 
bile-stained fluid, no blood. Muscular rigidity 
over entire abdomen, more in left lower quadrant; 
tympanitic on percussion. Leucocytes have risen 
from 5,000 to 31,000 since admission; temp. 100°, 
pulse 110, very weak. Clinical Diagnosis: Peri- 
tonitis. Operation March 15, 1913, by Dr. J. M. 
T. Finney. Explanatory laparotomy. Right rec- 
tus incision. Considerable quantity of clear fluid 
escaped. Immediately a large mass of intestines 
with marked circulatory disturbance was found, 
bluish in color, covered with streaks of fibrin; 
near point of gangrene. On palpation of bowel it 
appeared that lumen was obliterated, felt like 
solid tube. Mesentery has same hardness on pal- 
pation. Resected 2 to 21% feet of affected bowel, 
with lateral anastomosis of two ends of intestine, 


abdomen being closed without drainage. Patient 
very weak, responding poorly to stimulants. 
Pulse very weak, imperceptible for several days. 
Temp. 99 to 102°, and finally developed deep in- 
fection of wound. Patient gradually recovered, 
with vomiting (bile for two weeks), abdominal 
pain and irregular fever. Microscopic section of 
intestine showed varying degrees of thrombosis 
of the vessels of the different coats of the intes- 
tinal wall. 


Case 2. Johns Hopkins Hospital. J. S., black, 
male, age 48, single. Admitted June 5, 1906. Has 
marked. arteriosclerosis, innominate aneurism, 
valvular lesion of heart.. On June 10, had sore- 
ness and cramp-like pain in lower abdomen. 
Distended abdomen; and movable dullness made 
out. Patient became irrational. Acute abdominal 
symptoms necessitated operation. Clinical Diag- 
nosis: Obstruction of the bowel. Operator, Dr. 
Sowers. Found ileum gangrenous, bowel proxi- 
mal to diseased portion greatly distended; throm- 
bosis of mesenteric arteries. Resected 52 inches 
of bowel, but remaining portions looked unhealthy. 
Ends of intestine were brought out through 
wound and drained with rubber tubes. Death 
two days after operation. Autopsy: Extreme 
fatty degeneration and dilatation of heart; marked 
arteriosclerosis of aorta and its branchés, with 
aneurism of arch of aorta, involving innominate 
artery; thrombosis of superior mesenteric ar- 
tery; gangrene of entire small intestine. 


Case 3. St. Agnes Hospital. Dr. Jos. C. Blood- 
good. M. H., white, male, age 47. Admitted May 
20, 1907. History of alcoholism. Patient is suf- 
fering with intense epigastric pain and vomiting. 
Has had two similar attacks, four years ago and 
two months ago. Present attack 58 hours, intense 
epigastric pain not relieved by morphine; vomit- 
ing blood-stained fluid; bowels constipated. Slight 
distension, marked general muscular rigidity, ex- 
treme tenderness in epigastrium. Pulse 126, 
temp. 98°. Leucocytes 28,000. Clinical Diagno- 
sis: Probable acute hemorrhagic pancreatitis. 
Operation: Median incision below umbilicus. 
Large quantity of dark blood-stained fluid es- 
caped. Intestine black. Resected 52 inches of 
small intestine; lateral anastomosis, with ends of 
bowel left out of abdominal wound and drained 
each with rubber tube. Apparent recovery with 
improvement; pulse good, no fever, taking food, 
bowels moving, voiding urine freely.” On fifth day 
after operation had sudden abdominal pain, pulse 
grew worse, blood in discharge from lower loop 
of bowel into wound; bowels moved with large 
quantity of bloody fluid. Died in nine hours from 
onset. No autopsy allowed, but evidences of fur- 
ther thrombosis in lower loop of intestine. 


Case 4. Johns Hopkins Hospital. G. H. W., 
white, male, age 41. July 17, 1900. Five days 
prior to admission began with agonizing pain to 
left of umbilicus, absolute constipation for two 
days. Retching and vomiting for 36 hours. Pa- 
tient pale and ill; pulse 140, respiration 31, tho- 
racic type; temp. 102.2°. Leucocytes 20,000. Pa- 
tient became cyanosed, and pulse 170 before op- 
eration. Clinical Diagnosis: Intestinal obstruc- 
tion due to thrombosis of mesenteric artery. Op- 
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eration day following admission, under cocaine 
and chloroform anesthesia. Found large quantity 
of thin dark-brown, bloody fluid in peritoneal cav- 
ity; gangrene of loop of small intestine; enlarged 
mesenteric glands, mesentery black. Excised 
about three feet of small intestine, bringing ends 
of bowel out of wound and draining them. Pa- 
tient died day of operation, 10 to 12 hours. Bac- 
teriological report: Peritoneal fluid sterile; con- 
tents of bowel, cocci and b. coli communis, 


Case 5. Johns Hopkins Hospital. C. H. C., 
white, male, age 47. Three weeks ago had at- 
tack of slight abdominal pain with vomiting. Has 
worked since (sailor) with occasional pains about 
umbilicus, and vomited now and then. Present 
attack began five days ago with acute pain about 
umbilicus and with vomiting; cathartics aggra- 
vating these symptoms. Absolute constipation 
for three days. Soreness and tenderness above 
and to right of umbilicus; moderate distension. 
Pulse 72, resp. 24, temp. 100°. Facial expression 
that of peritoneal infection. Rectal examination 
negative. Under ether a mass was found at 
right and above umbilicus. Operation September 
15, 1896, Dr. Jos. C. Bloodgood. Median laparot- 
omy. Bloody serum in peritoneal cavity, no fecal 
odor. Mass was omentum over coils of intestine 
beneath. Mass excised. Found coil of intestine 
in this mass, 8 cm. of which was gangrenous; no 
perforation or fecal extravasation. Loop of in- 
testine brought out of wound and opened, wound 
being closed around loop of bowel. Mesentery 
normal except large amount of fat. Proximal and 
distal loops were drained with rubber tubes. On 
second day loop was excised, but no bleeding. 
Patient vomited continually after operation bile- 
stained fluid. On fourth day pulse became very 
weak, 160, and patient died at 10:30 a. m. 


The following cases are, in most in- 
stances, reported as answers to the ques- 
tionaire sent out and are for this reason 
much more brief than those abstracted 
from the hospital records: 


Case 6. Dr. J. Shelton Horsley, Richmond, Va. 
Child, white. Diagnosis: Appendicitis and Per- 
itonitis. Abdominal incision showed several feet 
of small intestine gangrenous; no mechanical ob- 
struction. Patient died on table before resection 
could be made, 


Case 7. Dr. J. Shelton Horsley, Richmond, Va. 
White, male. Strangulated hernia redueed two 
days before admission. Diagnosis: Intestinal ob- 
struction. Pain, violent and general; tenderness 
general, marked; no mass. Nausea and vomiting. 
Melena followed by constipation. Abdomen dis- 
tended and markedly rigid. Subnormal temp., 
Pulse about 100. Operative diagnosis, gangrene 
of small intestine, 12 inches, middle of ileum. 
Intestine resected. Fecal fistula followed with 
sepsis; required second operation on 17th day. Pa- 
tient died in six hours from shock. ° 


Case 8. Dr. E. M. Sanders, Nashville, Tenn. 
J. S., white, male, age 59. Had inguinal hernia. 
Clinical Diagnosis: Strangulated hernia. Pain 
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marked, in umbilical region, continuous, increas- 
ing in severity. Tenderness general, no,.mass. 
Nausea and vomiting of black fluid. Slight dis- 
tension early, severe later. Temp. 99.5 to 103°; 
pulse 110 to 140. Evidences of nephritis. Opera- 
tive Diagnosis: Mesenteric thrombosis. Clear 
fluid, black intestine. Resected 6% feet of small 
bowel. Patient died. Post mortem showed gan- 
grene of 8 feet more of intestine, and severe 
nephritis. 


Case 9. Dr. A. L. Blesh, Oklahoma City, Okla. 
Clinical Diagnosis: Acute intestinal obstruction. 
Pain severe, diffused over abdomen, 48 hours’ du- 
ration. Tenderness diffused. Severe nausea and 
vomiting, obstinate constipation. Distension 
slight at first, general, extreme after several 
hours. Temp. subnormal, pulse progressively 
more rapid; collapse. Operative Diagnosis: Me- 
senteric thrombosis. Bloody serum, gangrenous in- — 
testine. Quick enterostomy. Death in short time. 
No autopsy. 


Case 10. Dr. Ira J. Sellers, Birmingham, Ala. 
White, female, age 25. Mild sepsis three weeks 
previous, said to have followed abortion. Clin- 
ical Diagnosis: Suspected Mesenteric Thrombo- 
sis. Pain intense, to right of umbilicus, diffused 
in 24 hours. Tender at umbilicus and in lower 
abdomen. No mass. Constant nausea and vom- 
iting; bowels constipated; slight distension. Temp. 
subnormal; pulse 110, increasing. Peritonitis and 
collapse. Operative Diagnosis: Mesenteric throm- 
bosis, with gangrene of small intestine; serous 
and purulent fluid, with fecal odor. Resected 
bowel. Patient died in six hours. 


Case 11. Dr. Ira J. Sellers, Birmingham, Ala. 
White, female, age 32. Had slight blow over ab- 
domen three days before. Clinical Diagnosis: 
Acute Abdomen. Pain general over abdomen, 
Tenderness in lower abdomen. Nausea and vom- 
iting constant; bowels constipated. No mass; 
distension general and early. Temp. up to 101°; 
pulse rapid. Peritonitis and collapse. Operative 
Diagnosis: Mesenteric Thrombosis; Intestine 
gangrenous, serous and purulent fluid. Resection 
of bowel. Patient died in 22 hours. No autopsy. 

Case 12. Dr. Ira J. Sellers, Birmingham, Ala. 
White, male, age 38. No previous history. Clin- 
ical Diagnosis: Acute abdomen. Pain general, 
and later in lower abdomen; tender in lower ab- 
domen. Nausea and vomiting constant; bowels 
constipated. No mass. Distension general and 
marked. Temp. up to 104°; pulse 160. Operative 
Diagnosis: ‘Thrombosis of mesenteric vessels; 
sero-purulent fluid, gangrenous intestine. Death 
in 72 hours. No autopsy. 


Case 13. Dr. J. Barnett, New Orleans, La. C. A., 
white, male, age 45. Previous history good; had 
double inguinal hernia, each the size of a cocoa- 
nut. Left hernia had been down, but reduced 
spontaneously just prior to operation. Diagnosis, 
strangulated hernia. Pain at umbilicus, intense 
from two hours prior to operation. No mass ex- 
cept hernia. Nausea and vomiting severe and 
continuous. No distension. Temp. subnormal; 
pulse very rapid and feeble; profound shock. 
Operative Diagnosis: Thrombosis of mesenteric 
vessel; no peritoneal exudate, gangrene of ileum. 
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Resected three feet of intestine, closed ends of 
bowel, lateral anastomosis by Murphy button. 
Patient cured. 


Case 14. Dr. J. M. Mason, Birmingham, Ala. 
White, male, age 35. Patient had been operated 
upon for chronic appendicitis; was seen the fol- 
lowing day. Diagnosis: Intestinal obstruction fol- 
lowing operation. Constipation, distended and 
rigid abdomen, nausea and vomiting. Symptoms 
progressively worse following day. Operation 
three to four days after first; found dark perito- 
neal fluid, and intestine black, soft and friable. 
Enterostomy, and drainage of intestines. Patient 
died in short time. Autopsy showed thrombosis 
of mesenteric vessels and gangrene of five feet 
of small intestine. 


Case 15. Dr. W. R. Jackson, Mobile, Ala. J. H., 
white, male, age 24. Clinical Diagnosis: Mechan- 
ical intestinal obstruction. Pain intense, general; 
tenderness extreme, right side. Indefinite mass 
on right side. Nausea, progressive vomiting, bile 
and fecal matter; bowels constipated, early and 
extreme distension. Temp. subnormal up to 103°; 
pulse rapid and small; toxemia. Operative Di- 
agnosis: Thrombosis of mesenteric vessels; dark 
serous fluid, gangrenous intestine. Resection of 
intestine. Patient died in short time. No post 
mortem. 


Case 16. Dr. W. R. Jackson, Mobile, Ala. J. 
D., white, male, age 29. Clinical Diagnosis: Intes- 
tinal obstruction. Pain extreme; tenderness ex- 
treme, on right side. Nausea and vomiting, bile 
and fecal matter; bowels constipated. Disten- 
sion, sudden, extreme, general. Temp. subnormal 
up to 104°; pulse rapid and feeble; collapse, cy- 
anosis and dyspnea. Operative Diagnosis: Mesen- 
teric thrombosis; dark bloody fluid, gangrenous 
bowel. Enterostomy. Death of patient. No au- 
topsy. 

Case 17. Dr. W. R. Jackson, Mobile, Ala. E 
J., white, male, age 30. Diagnosis: Intestinal ob- 
struction. Pain marked, general, 36 hours’ dura- 
tion; tenderness marked, right side. Indefinite 
mass on right side. Nausea and progressive 
vomiting; bowels constipated. Distension early 
and extreme. Temp. subnormal up to 105°; pulse 
weak, up to 140. Operative Diagnosis: Mesen- 
teric thrombosis; serous fluid, gangrenous bowel. 
Enterostomy and drainage. Death of patient. No 
autopsy. 


Case 18. Dr. Wm. M. Mastin, Mobile, Ala. H., 
white, male, age 25. Clinical Diagnosis: Mesen- 
teric thrombosis. Pain intense in umbilical re 
gion and radiating later, began early and con- 
tinued; marked median tenderness. No mass pal- 
pable. Nausea and vomiting; tenesmus and con- 
stipation. Moderate distension. Temp. normal 
and subnormal; pulse rapid and feeble. Operative 


- Diagnosis: Mesenteric thrombosis; sanguinolent 


fluid, gangrene of 2% to 3 feet of small intestine. 
Resection of bowel. Patient died in short time. 
Autopsy verified findings at operation. 


Case 19. Dr. Wm. M. Mastin, Mobile, Ala. 
White, male, age 35. Clinical Diagnosis: Intes- 
tinal obstruction. Pain early, extreme, median 
and radiating over abdomen. Marked median ten- 
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derness. Tumor in median line. Nausea and 
vomiting; tenesmus and constipation. Moderate 
distension. Temp. normal and subnormal; pulse 
rapid and feeble. Operative Diagnosis: Mesen- 
teric thrombosis; sanguinolent fluid, paretic 
bowel, six inches commencing gangrene. Re- 
sected gangrenous intestine. Patient cured. 


Case 20. Dr. F. Webb Griffith, Asheville, N. C. 
B. G. T., white, male, age 45. ‘Clinical Diagnosis: 
Fecal impaction. Pain severe in upper left abdo- 
men for 3 to 4 days. Mass size of fist in left 
hypochondrium, region of splenic flexure of colon; 
moderate tenderness over mass. Nausea and vom- 
iting for two days; bowels constipated; moderate 
distension. Temp. about 100°; pulse 120. Op- 
erative Diagnosis: Mesenteric thrombosis. Small 
amount of fluid; intestine gangrenous for 12 
inches. Did a lateral anastomosis. Patient died 
in short time. No post mortem obtained. 


Case 21. Dr. George R. White, Savannah, Ga. 
Mrs. S. W., white, female, age 42. Previous His- 
tory: Had been operated upon two months pre- 
viously for hemorrhoids by clamp and cautery 
method; this followed by “milk leg.” No clinical 
diagnosis. Pain intense over abdomen; marked 
general tenderness. Indefinite mass in left side, 
not always felt. Nausea and vomiting; diarrhea 
and melena. Moderate, early distension. Temp. 


‘about 101°; pulse rapid and feeble. Patient de- 


lirious all the time; collapse. No. operation. 
Post mortem showed sero-purulent fluid; gan- 
grene of six feet of small intestine due to throm- 
bosis of mesenteric veins. 


Case 22. Dr. L. E. Burch, Nashville, Tenn. 
During attack of typhoid fever patient suffered 
with pain, shock, and subnormal temp., with con- 
siderable distension of abdomen. Diagnosis: In- 
testinal perforation. Operation, however, dis- 
closed a gangrenous condition of almost entire. 
ileum, due to mesenteric thrombosis. No attempt 
was made to resect on account of desperate con- 
dition of patient, and he died in about two hours. 


Case 23. Dr. L. E. Burch, Nashville, Tenn. 
Man. Two years previously had an operation for 
removal of appendix and drainage of gall bladder. 
Symptoms in this attack were shock, intense ab- 
dominal pain, subnormal temp., and abdominal 
distension. Operation disclosed a gangrenous 
condition of six feet of small intestine. Resec- 
tion was done, but patient died in.twelve hours. 


Case 24. Dr. Louis Frank, Louisville, Ky. Young 
child; nothing in history. Clinical Diagnosis: 
Mesenteric thrombosis. Pain, distension, tender- 
ness and melena were present. Abdominal sec- 
tion showed bloody fluid, and gangrenous intes- 
tine. Resection impossible on account of exten- 
sive involvement. Patient died four days later. 

Case 25. Dr. Louis Frank, Louisville, Ky. Child. 
Diagnosis: Appendicitis, on account of usual 
symptoms. Operative Diagnosis: Mesenteric 
thrombosis. Bloody peritoneal fluid; extensive 
gangrene of intestine. No resection attempted. 
Patient died in 24 hours. 

Case 26. Dr. Lee Kahn, Louisville, Ky. D. G., 
white, male, age 44. Nothing in previous history. 
Clinical Diagnosis: Intestinal Obstruction. 
Pain moderate, in left umbilical and lumbar re- 


: 

{ 

i 

|_| 

‘ 
} 

| 

4 
— 
— 
| 


BLACKBURN: MESENTERIC THROMBOSIS AND EMBOLISM 


gions; moderate tenderness in left abdomen. No 
mass palpable. Vomiting, bowels constipated, no 
blood. Great general abdominal distension. Temp. 
subnormal, pulse 144. Marked exhaustion. Op- 
erative Diagnosis: Mesenteric thrombosis. Free 
bloody serum;, gangrenous intestine. Resection 
was done, but patient died following day. No 
post mortem obtained. 


Case 27. Dr. J. G. Sherrill, Louisville, Ky. 
“Have seen only one case, some years ago. It 
accompanied a severe form of hemophilia from 
which patient promptly died, without operative in- 
terference. It was a City Hospital case and I am 
unable to give details. Symptoms were greatly 
masked by general condition.” 


Case 28. Dr. G. A. Hendon, Louisville, Ky. Case 
reported in “Louisville Monthly Journal of Medi- 
cine and Surgery,” July, 1905. (Following is ab- 
stract of case.) White, male. Seen on 16th day 
of illness. Patient very weak, emaciated, eyes 
sunken, tongue dry with red edges. Pulse 110, 
full and strong; temp. 102°, respiration 40, short 
and labored. Constant cough, slight red-streaked 
sputum. Consolidation of lower lobe of right 
lung, bronchial breathing and crepitant rales. 
Bowels had moved each day. No nausea or vom- 
iting. Abdominal distension extreme, with sulcus 
‘above umbilicus dividing abdomen transversely. 
Marked protrusion of umbilicus. Tenderness 
marked in right hypochondrium. Pneumonia un- 
derwent resolution in three to four days. Patient 
gradually became more exhausted. Umbilicus 
became more prominent with red zone about it. 
On 23rd day rupture of umbilicus occurred, with 
escape of large quantity of gas, hissing sound, 
followed by large quantity of liquid feces. There 
was sloughing of margin of umbilicus, and it con- 
tinued to discharge gas and feces. Patient died 
three days later. Autopsy: Entire great omen- 
tum was gangrenous, and formed a ridge just 
above umbilicus. Small intestine adherent about 
umbilicus, and on separating these adhesions 
found many areas of discoloration of intestine 
corresponding to areas of infarction in mesentery, 
with thrombi present in mesenteric vessels. Ap- 
pendix and cecum were blackened, gangrenous, 
but no pus was present. Mesenteric lymph glands 
enlarged. No thrombosis of portal vein. Spleen 
enlarged. Kidney, gall bladder and urinary blad- 
der not involved. 


Case 29. Dr. J. K. W. Piper, Russellville, Ky. 
Mrs. A. S., white, female, age 25. Mother of two 
children, version required in each delivery. Is 5 
feet 2 inches tall, weighs about 145 pounds. In 
fourth month of third pregnancy was very tender 
over right “ovary,” but no enlargement on ab- 
dominal or vaginal examination. Did not see her 
again until called to attend her in confinement. 
A long, tedious labor, and version required. After 
delivery, found a mass in right half of abdomen, 
seemed to be at right cornu of uterus. Advised 
an early operation, but it was refused. As uterus 
involuted this mass came lower, following uterus, 
but gradually increased in size, and -in three 
Months was six inches long. She was then op- 
erated upon by Dr. M. C. McGannon, of Nashville, 
Tenn. Mass was found to consist of appendix, 
which had been destroyed, right ovary which was 
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mass of necrotic tissue, and hepatic flexure of 
colon, which had become adherent to mass in 
pregnancy and pulled down with uterus. Patient 
had severe shock, and made slow tedious recov- 
ery, but was improving, about five weeks after 
operation, when she had sudden: collapse which 
required opening of abdomen. Found nine feet 
of ileum and colon black, due to mesenteric em- 
bolism. Resection of gangrenous intestine was 
done. Patient gradually recovered, and in six 
weeks more was sitting up and ready to return 
home when she suddenly developed cerebral em- 
bolism or acute meningitis and died in two days. 
There was no valvular lesion of heart present. 


Case 30. Dr. H. R. Shands, Jackson, Miss. 
Clinical Diagnosis: Acute surgical abdomen. 
Marked distension and evidence of obstruction. 
Thrombosis and gangrene of intestine. Resected 
five feet of intestine. Patient died promptly. 


Case 31. Dr. H. R. Shands, Jackson, Miss. 
Distension and evidences of obstruction. Almost 
entire small intestine found gangrenous. No op- 
eration attempted. Patient died quickly. 


Case 32. Dr. E. A. Balloch, Washington, D. C. 
Hospital case, almost moribund, in which we 
pv gangrene of two or three feet of small in- 
estine. 


Case 33. Dr. E. A. Balloch, Washington, D. C. 
Clinical diagnosis of ptomaine poisoning from 
general pain, vomiting, diarrhea and collapse. 
No operation, but autopsy showed mesenteric 
thrombosis. 


Case 34. Dr. W. B. Thorning, Houston. Tex. 
(This case report submitted since paper was 
read. Details not included in summary.—Au- 
thor.) <A. K., white, male, age 42, laborer. F. H. 
Neg. P. H. Two unsuccessful attempts at radical 
cure of left inguinal hernia. P. I. Two hours 
after his usual light breakfast, was seized with 
very violent epigastric pain; shortly afterward 
vomited small amount of gastric contents, but 
no food. A physician was summoned, who ad- 
ministered hypodermic of morphine and ordered 
him conveyed to his home. No further vomiting. 
Another hypodermic at noon and another at 4 pn. 
m., failed to do more than partially alleviate his 
suffering. A diagnosis of “acute surgical abdo- 
men” was made and he was conveyed to Baptist 
Hospital, where he was seen in consultation with 
Drs. Hoeflich, Goar, Stokes and Patterson at 8 
p. m., twelve hours after onset. 

P, E. negative except a moderately distended 
abdomen. The abdominal muscles showed con- 
siderable resistance to deep palpation, but no 
rigidity. No dullness was noted and no mass 
could be detected. Temperature, which had been 
sub-normal all day, was 102° F, Pulse 120, W. 
B. C. 29,500. Polys 96%. Urine negative. 

Diagnosis lay between perforation of duodenal 
ulcer, mesenteric thrombosis and acute pancrea- 
titis. Exploration through a midrectus incision 
showed extensive thrombosis in mesentery of 
ileum, and six feet and one inch were resected. 
A safe margin of distal end left only one inch 
proximal to the ileo-cecal valve and in conse- 
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quence an end to side anastamosis with the as- 
cending colon was made. 

Post-operative recovery was interrupted on the 
fourth day by severe abdominal pain lasting sev- 
eral hours, with vomiting and marked symptoms 
of collapse. Twelve hours later dressings were 
saturated with drainage which was largely pan- 
creatic secretion. This discharge was profuse 
for two days, but practically ceased in three days. 
On the 9th day of his convalescence he was again 
attacked with abdominal pain, which was more 
or less severe for 24 hours, and again he had 
marked prostration with rapid, feeble pulse and 
subnormal temperature. 

On the 10th day the discharge became more 
fecal in character and it was feared that the 
anastamosis had given way. . 

Death occurred on the 16th day from general 
toxemia and inanition. 

Post-mortem examination showed a_ perfora- 
tion in the jejunum about 3% inches from its 
point of exit from under root of mesentery. This 
was completely sealed by becoming adherent to 
the anterior abdominal wall. At a point about 4 
inches from the terminal portion of the ileum 
was a large perforation with ragged sloughing 
edges extending back fully a quarter of an inch 
from the margins. There had evidently been a 
slight leak at the anastamosis as a small abscess, 
holding about one ounce, was found just  be- 


neath it. 


The following two cases (Nos. 35 and 
36) are reported, although the diagnosis 
was only clinical, not being verified by 
operation or autopsy. 


Case 35. Dr. §S. T. Earle, Baltimore, Md. H. V. 
W., white, male, age 67. Had operation for multi- 
ple external thrombotic hemorrhoids. Developed 
dull, heavy pain in rectum, and rectal tenderness. 
Swelling on posterior rectal wall and to left. 
Nausea and vomiting for last 12 hours. Several 
large, watery stools. Distension early but not 
marked. Temp. 101° for 48 hours, subnormal last 
six hours; pulse very rapid and feeble. Collapse. 
Patient died three days after operation for hemor- 
rhoids. No post mortem permitted, but probable 
diagnosis of mesenteric thrombosis made by Dr. 
J. M. T. Finney, who saw patient. 

Case 36. Dr. Cyrus Graham, Henderson, Ky. 
E. A., white, male, age 47. Clinical Diagnosis: 
Mesenteric thrombosis. Patient had intense ab- 
dominal pain, radiating to left. Marked tender- 
ness, distension. Vomiting; bloody diarrhea 
Temp. 104.5°, pulse 130. Patient died in two 
days. No post mortem obtained, only clinical 
diagnosis. 

SUMMARY 


In the above case reports, 33 were di- 
agnosed or confirmed by operation or au- 
topsy, the other two being clinical diag- 
noses. 

ETIOLOGY 


Color.—Of the 33 cases the color was 
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stated in 23, 22 of them being white and 
one black. 

Sex.—The sex was stated in 22, 17 males 
and 5 females. 

Age.—The ages were from 24 to 59; 
four 24 to 29; five 30 to 39; nine 40 to 49; 
one 59. 

One case, age 24, operated upon two 
months previously for hemorrhoids (clamp 
and cautery) followed by “milk leg.”” One 
case, age 35, developed symptoms day aft- 
er operation for appendicitis. Three 
cases, ages 45, 59 and one not stated, had 
hernia,—two strangulated and one reduc- 
ible. The strangulated cases both had 
been reduced spontaneously without ces- 
sation of symptoms. One case, age 32, 
had slight blow on abdomen three days 
previously. One case, age 25, had mild 
sepsis following abortion three weeks pre- 
viously. One case, age 48, had marked 
arteriosclerosis and aneurism of arch of 
aorta involving innominate; also valvular 
lesion of heart. One case, age 45, had hy- 
perthyroidism and phlebitis. In one case 
the condition occurred during an attack 
of typhoid fever. Hemophilia was pres- 
ent in one case. In another case the man 
had been operated upon two years pre- 
viously for appenditicis and drainage of 
gall bladder. 


CLINICAL DIAGNOSIS 


In 25 cases in which a clinical diagno- 
sis was made we find the following, viz: 
Intestinal obstruction in 10 cases, mesen- 
teric thrombosis in three cases, and sus- 
pected mesenteric thrombosis in one. 
Strangulated hernia and “acute surgical 
abdomen” were pronounced in two cases 
each. The following diagnoses were made 
in one case each: Appendicitis, appendi- 
citis and peritonitis, peritonitis, acute 
hemorrhagic pancreatitis, fecal impaction, 
intestinal perforation in typhoid, and pto- 
maine poisoning. 


SYMPTOMS AND SIGNS 


Pain.—We note that pain is mentioned 
in 26 of the 33 cases,—every case in which 
any clinical history is given. It is de- 
scribed as cramp-like, severe, extreme, in- 
tense, and agonizing. It was localized in 
the epigastrium in two cases, lower abdo- 
men in one, about umbilicus in four, to left 
of umbilicus, left half of abdomen in three 
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cases, to right of umbilicus and above in 
two cases, median in one case, and gen- 
eral in ten cases. In three instances the 
pain was defined as localized at first, be- 
coming general later. In one instance as 
general at first, localizing in lower abdo- 
men later. 

Tenderness.—In 20 cases this is located 
as follows: Six general, 6 right side, 2 
left side, 2 median, 2 lower abdomen, 1 
epigastric, and 1 at umbilicus and lower 
abdomen. 

Tumor.—The presence of a mass is de- 
fined as follows in seven cases, viz: mov- 
able dullness, to right and above umbili- 
cus, indefinite on left, median, and left 
hypochondriac in one each, and in two 
cases as indefinite on right. In seven cases 
it is noted that no mass was present. 

Gastro-Intestinal Symptoms. —- Vomit- 
ing is mentioned alone in seven cases; 
nausea and vomiting in 12. The vomitus 
is described as bile-stained in 3 cases, as 
bile and fecal matter in 2, and as bloody 
in 1. The bowels were constipated in 10 
cases. Absolute constipation in 3 cases, 
constipated but can be moved in 1 case, 
tenesmus and constipation in 2, melena in 
1, melena followed by constipation in 1, 
and diarrhea and melena in 1. Distension 
is mentioned in 27 cases: general in 10, 
moderate in 10, slight in 2, extreme in 7, 
early in 3, and late in 1. Its absence is 
noted in 1 case. Muscular rigidity is men- 
tioned in four cases. 

Pulse and Temperature.—A study of 
the temperature shows that in most cases 
it is normal or subnormal (15 of 21 cases 
noted) early in the attack, but may rise 
to 104 or 105°, if progress of case is not 
too rapid. Late in the attack, with the 
collapse, the temperature frequently be- 
comes subnormal again. The pulse rate 
is almost always above 110 to 120, fre- 
quently 140 to 150. 


Leucocytosis—In the three cases in 
which the leucocyte count was recorded 
it was as follows: Increased from 5,000 
to 31,000 after admission (4 days), 28,000, 
and 21,000. 


OPERATION 


Peritoneal Fluid.—In 20 cases the fluid 
was described and in one it was noted that 
there was no exudate. In two cases it war 
described as clear serous fluid; in four as 


-having been done. 
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sero-purulent fluid, two of them having a 
fecal odor; and in the remaining 14 as 
bloody, black or dark fluid. 

Intestine.—In 32 of the 33 cases re- 
ported the condition of the intestine is 
described in one as commencing gangrene 
and in the remainder as gangrenous, black 
or bluish bowel. In one case (No. 5) there 
was gangrene of the omentum. As to lo- 
cation of gangrenous intestine, it involves 
in one case (No. 29) the colon and ileum, 
and is described as embolism; and in an- 
other (Case No. 28) the cecum and ap- 
pendix being black in addition to numer- 
ous areas of gangrene in the ileum. In 
the remaining 30 cases the lesion was in 
the ileum. 

Character of Lesion.—In only the one 
case (No. 29) is the lesion defined as em- 
bolism, the remainder being described as 
thrombosis of the veins or arteries. 


Extent of Lesion.—The amount of in- 


testine involved was from 3 or 4 inches 


to almost the entire ileum, as follows: 3 
to 4 inches, 6 inches, 12 inches (2 cases), 
2 to 3 feet (4 cases), 414 feet (2 cases), 
5 feet, 6 feet (2 cases), 614 feet, 9 feet, 
several feet, and almost the entire ileum 
(3 cases). 

Operative Procedure.—lIn six cases the 
area of involvement was so great that no 
operation could be done on account of the 
desperate condition of the patient, all of 
these dying. In two more cases the diag- 
nosis was made at autopsy, no operation 
In one case (No. 5) 
the loop was brought out of the wound 
and excised (3 to 4 inches) the following 
day, the ends being drained and death 
following in four days. In four cases an 
enterostomy was done, each end of the in- 
testine being drained with rubber tubes, 
In each case the patient died, one of them 
showing five feet of gangrenous ileum at 
autopsy. In 18 cases a resection of the 
gangrenous bowel was done; in some cases 
the ends were closed and lateral anasto- 
mosis done; but in most cases with more 
extensive lesions a lateral anastomosis 
was done and the ends of the bowel were 
left out of the wound and drained. In one 
of the resections (Case 3) a second throm- 
bosis occurred on the 5th day and the pa- 
tient survived only nine hours. In an- 
other (Case 7) a second operation was 
required on the 17th day on account of a 
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quence an end to side anastamosis with the as- 
cending colon was made. 

Post-operative recovery was interrupted on the 
fourth day by severe abdominal pain lasting sev- 
eral hours, with vomiting and marked symptoms 
of collapse. Twelve hours later dressings were 
saturated with drainage which was largely pan- 
creatic secretion. This discharge was profuse 
for two days, but practically ceased in three days. 
On the 9th day of his convalescence he was again 
attacked with abdominal pain, which was more 
or less severe for 24 hours, and again he had 
marked prostration with rapid, feeble pulse and 
subnormal temperature. 

On the 10th day the discharge became more 
fecal in character and it was feared that the 
anastamosis had given way. ' 

Death occurred on the 16th day from general 
toxemia and inanition. 

Post-mortem examination showed a_ perfora- 
tion in the jejunum about 3% inches from its 
point of exit from under root of mesentery. This 
was completely sealed. by becoming adherent to 
the anterior abdominal wall. At a point about 4 
inches from the terminal portion of the ileum 
was a large perforation with ragged sloughing 
edges extending back fully a quarter of an inch 
from the margins. There had evidently been a 
slight leak at the anastamosis as a small abscess, 
holding about one ounce, was found just be- 
neath it. 


The following two cases (Nos. 35 and 
36) are reported, although the diagnosis 
was only clinical, not being verified by 
operation or autopsy. 


Case 35. Dr. S. T. Earle, Baltimore, Md. H. V. 
W., white, male, age 67. Had operation for multi- 
ple external thrombotic hemorrhoids. Developed 
dull, heavy pain in rectum, and rectal tenderness. 
Swelling on posterior rectal wall and to left. 
Nausea and vomiting for last 12 hours. Several 
large, watery stools. Distension early but not 
marked. Temp. 101° for 48 hours, subnormal last 
six hours; pulse very rapid and feeble. Collapse. 
Patient died three days after operation for hemor- 
rhoids. No post mortem permitted, but probable 
diagnosis of mesenteric thrombosis made by Dr. 
J. M. T. Finney, who saw patient. 

Case 36. Dr. Cyrus Graham, Henderson, Ky. 
E. A., white, male, age 47. Clinical Diagnosis: 
Mesenteric thrombosis. Patient had intense ab- 
dominal pain, radiating to left. Marked tender- 
ness, distension. Vomiting; bloody diarrhea 
Temp. 104.5°, pulse 130. Patient died in two 
days. No post mortem obtained, only clinical 
diagnosis. 


SUMMARY 
In the above case reports, 33 were di- 
agnosed or confirmed by operation or au- 
topsy, the other two being clinical diag- 
noses. 
ETIOLOGY 


Color.—Of the 33 cases the color was 


stated in 23, 22 of them being white and 
one black. 

Sex.—The sex was stated in 22, 17 males 
and 5 females. 

Age.—The ages were from 24 to 59; 
four 24 to 29; five 30 to 39; nine 40 to 49; 
one 59. 

One case, age 24, operated upon two 
months previously for hemorrhoids (clamp 
and cautery) followed by “milk leg.” One 
case, age 35, developed symptoms day aft- 
er operation for appendicitis. Three 
cases, ages 45, 59 and one not stated, had 
hernia,—two strangulated and one reduc- 
ible. The strangulated cases both had 
been reduced spontaneously without ces- 
sation of symptoms. One case, age 32, 
had slight blow on abdomen three days 
previously. One case, age 25, had mild 
sepsis following abortion three weeks pre- 
viously. One case, age 48, had marked 
arteriosclerosis and aneurism of arch of 
aorta involving innominate; also valvular 
lesion of heart. One case, age 45, had hy- 
perthyroidism and phlebitis. In one case 
the condition occurred during an attack 
of typhoid fever. Hemophilia was pres- 
ent in one case. In another case the man 
had been operated upon two years pre- 
viously for appenditicis and drainage of 
gall bladder. 


CLINICAL DIAGNOSIS 


In 25 cases in which a clinical diagno- 
sis was made we find the following, viz: 
Intestinal obstruction in 10 cases, mesen- 
teric thrombosis in three cases, and sus- 
pected mesenteric thrombosis in one. 
Strangulated hernia and “acute surgical 
abdomen” were pronounced in two cases 
each. The following diagnoses were made 
in one case each: Appendicitis, appendi- 


citis and peritonitis, peritonitis, acute 


hemorrhagic pancreatitis, fecal impaction, 
intestinal perforation in typhoid, and pto- 
maine poisoning. 


SYMPTOMS AND SIGNS 


Pain.—We note that pain is mentioned 
in 26 of the 33 cases,—every case in which 
any clinical history is given. It is de- 
scribed as cramp-like, severe, extreme, in- 
tense, and agonizing. It was localized in 
the epigastrium in two cases, lower abdo- 
men in one, about umbilicus in four, to left 
of umbilicus, left half of abdomen in three 
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cases, to right of umbilicus and above in 
two cases, median in one case, and gen- 
eral in ten cases. In three instances the 
pain was defined as localized at first, be- 
coming general later. In one instance as 
general at first, localizing in lower abdo- 
men later. 

Tenderness.—In 20 cases this is located 
as follows: Six general, 6 right side, 2 
left side, 2 median, 2 lower abdomen, 1 
epigastric, and 1 at umbilicus and lower 
abdomen. 

Tumor.—The presence of a mass is de- 
fined as follows in seven cases, viz: mov- 
able dullness, to right and above umbili- 
cus, indefinite on left, median, and left 
hypochondriac in one each, and in two 
cases as indefinite on right. In seven cases 
it is noted that no mass was present. 

Gastro-Intestinal Symptoms. — Vomit- 
ing is mentioned alone in seven cases; 
nausea and vomiting in 12. The vomitus 
is described as bile-stained in 3 cases, as 
bile and fecal matter in 2, and as bloody 
in 1. The bowels were constipated in 10 
cases. Absolute constipation in 3 cases, 
constipated but can be moved in 1 case, 
tenesmus and constipation in 2, melena in 
1, melena followed by constipation in 1, 
and diarrhea and melena in 1. Distension 
is mentioned in 27 cases: general in 10, 
moderate in 10, slight in 2, extreme in 7, 
early in 3, and late in 1. Its absence is 
noted in 1 case. Muscular rigidity is men- 
tioned in four cases. 

Pulse and Temperature.—A study of 
the temperature shows that in most cases 
it is normal or subnormal (15 of 21 cases 
noted) early in the attack, but may rise 
to 104 or 105°, if progress of case is not 
too rapid. Late in the attack, with the 
collapse, the temperature frequently be- 
comes subnormal again. The pulse rate 
is almost always above 110 to 120, fre- 
quently 140 to 150. 


Leucocytosis—In the three cases in 
which the leucocyte count was recorded 
it was as follows: Increased from 5,000 
to 31,000 after admission (4 days) , 28,000, 
and 21,000. 


OPERATION 
Peritoneal Fluid.—In 20 cases the fluid 
was described and in one it was noted that 


there was no exudate. In two cases it was 
described as clear serous fluid; in four as 


sero-purulent fluid, two of them having a 
fecal odor; and in the remaining 14 as 
bloody, black or dark fluid. 

Intestine.—In 32 of the 33 cases re- 
ported the condition of the intestine is 
described in one as commencing gangrene 
and in the remainder as gangrenous, black 
or bluish bowel. In one case (No. 5) there 
Was gangrene of the omentum. As to lo- 
cation of gangrenous intestine, it involves 
in one case (No. 29) the colon and ileum, 
and is described as embolism; and in an- 
other (Case No. 28) the cecum and ap- 
pendix being black in addition to numer- 
ous areas of gangrene in the ileum. In 
the remaining 30 cases the lesion was in 
the ileum. 

Character of Lesion.—In only the one 
case (No. 29) is the lesion defined as em- 
bolism, the remainder being described as 
thrombosis of the veins or arteries. 

Extent of Lesion.—The amount of in- 


testine involved was from 3 or 4 inches 


to almost the entire ileum, as follows: 3 
to 4 inches, 6 inches, 12 inches (2 cases), 
2 to 3 feet (4 cases), 414 feet (2 cases), 
5 feet, 6 feet (2 cases), 614 feet, 9 feet, 
several feet, and almost the entire ileum 
(3 cases). 

Operative Procedure.—In six cases the 
area of involvement was so great that no 
operation could be done on account of the 
desperate condition of the patient, all of 
these dying. In two more cases the diag- 
nosis was made at autopsy, no operation 
having been done. In one case (No. 5) 
the loop was brought out of the wound 
and excised (3 to 4 inches) the following 
day, the ends being drained and death 
following in four days. In four cases an 
enterostomy was done, each end of the in- 
testine being drained with rubber tubes, 
In each case the patient died, one of them 
showing five feet of gangrenous ileum at 
autopsy. In 18 cases a resection of the 
gangrenous bowel was done; in some cases 
the ends were closed and lateral anasto- 
mosis done; but in most cases with more 
extensive lesions a lateral anastomosis 
was done and the ends of the bowel were 
left out of the wound and drained. In one 
of the resections (Case 3) a second throm- 
bosis occurred on the 5th day and the pa- 
tient survived only nine hours. In an- 
other (Case 7) a second operation was 
required on the 17th day on account of a 
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fecal fistula, and the patient died from 
shock in six hours. 

In Case 29, the patient recovered from 
the resection for the mesenteric embolism 
and died in about six weeks from cerebra] 
embolism, so we feel that this should be 
considered a recovery. In two cases no 
operative procedure is mentioned. 

In the three cases which recovered we 
note the following facts: 

Case 1.—Resection of 2 to 214 feet of 
affected bowel, ends closed, lateral anasto- 
mosis, wound closed; gradual recovery. 

Case 13.—Resected three feet of gan- 
grenous intestine, closed ends of bowel, 
lateral anastomosis by Murphy button; 
patient cured. 

Case 19.—Paretic bowel, 6 inches com- 
mencing gangrene; resected gangrenous 
intestine; patient cured. In the 23 cases 
which were subjected to operation there 
were four recoveries, 17.4%. In addition 
to the above cases of mesenteric occlusion 
we received the reports of ten cases seen 
by three different surgeons, two having 
three cases each and one having seen four 
cases. The only statement regarding any 
detail was of one surgeon who said that 
two of his cases had been diagnosed ap- 
pendicitis. An inquiry regarding the 
number of cases operated upon and the 
responses of twenty-five surgeons led us 
to believe that this total of 45 cases oc- 
curred in from 40,000 to 50,000 abdom- 
inal cases, or approximately one in 1,000. 
A further inquiry as to proportion of 
abdominal to total surgical cases shows 
them to be about 1 to 3; so that we may 
judge that mesenteric occlusion occurs 
about once in 3,000 surgical cases. In ad- 
dition to the cases of mesenteric occlusion 
reported above, we received histories of 
two cases seen by two surgeons now in the 
South, but these cases were seen one in 
the East and one in Panama, so that they 
are not included herewith. We also re- 
céived reports of other lesions of mesen- 
tery and omentum as follows; gangrene of 
omentum, torsion of omentum, hema- 
toma of mesentery, multiple abscesses of 
mesentery, and primary tuberculosis of 
mesenteric glands, which for obvious rea- 
sons have not been included. 


CONCLUSIONS 
Occlusion of the mesenteric vessels is 
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a relatively infrequent condition, occur- 
ring about once in 1,000 abdominal opera- 
tions. 

Age seems to have a bearing upon the 
condition, most of the cases occurring 
after the thirtieth year. As to sex, it is 
about twice as frequent in males as in fe- 
males. In our series of 34 cases (includ- 
ing personal case) there was only one Ne- 
gro, the remainder being white. 

So far as previous operative procedures 
are concerned, we are: led to believe that 
it is a combination of trauma and infec- 
tion, although there has not been present 
in every case unmistakable evidence of py- 
ogenic infection. 

In only four of this series of 34 cases 
was the diagnosis made or even suspected. 
Hence we may assume that the clinical 
picture is by no means complete. The or- - 
der of frequency of the different symp- 
toms was as follows: distension, pain, ten- 
derness, pulse and temperature ratio, nau- 
sea and vomiting, constipation, tumor, 
and melena. It is worthy of note that 
melena, which is considered characteristic 
of this condition, was present in only 
three cases. Most of these symptoms va- 
ried as to time of onset, localization, radia- 
tion, duration. etc. 

Apparently the ideal method of treat- 
ment consists in resection of the intestine, 
with an end-to-end or lateral anatomosis, 
and closure of the abdomen; but the re- 
coveries occurred after this method on 
account of the small amount of intestine 
involved rather than from the particular 
technic used. In the cases with more ex- 
tensive destruction of intestine, the drain- 
age must be used after the anastomosis, 
or without it in extreme cases. 

Finally, we hereby desire to express 
our sincere appreciation of the hearty re- 
sponse on the part of the many surgeons 
throughout the South who so readily and 
willingly contributed to the making of this 
paper. 

BIBLIOGRAPHY 

Since the paper by Jackson, Porter and Quinby. 
Jour, Am. Med. Assoc., 1904, June 4, July 2, 9 and 
16, the most complete and exhaustive study of 
this condition is found in the monograph, “Em- 
bolism and Thrombosis of the Mesenteric Ves- 
sels,” by L. B. C. Trotter, Cambridge, at the Uni- 
versity Press, 1913. This includes the reports of 
seven original cases with a review of 366 cases 


from the literature. There is a full discussion of 
the morbid anatomy, animal experiments, symp- 
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toms, diagnosis and treatment, followed by a com- 
plete bibliography, up to date of publication. 


1119 State Street. 


DISCUSSION 


Dr. J. Shelton Horsley, Richmond, Va.—The 
etiology of thrombosis and embolism of the mesen- 
teric vessels is very interesting but rather vague. 
There are some instances in which we can sus- 
pect a foreign body, or the lodgment of material 
trem the heart. Thrombosis of the veins of the 
leg, such as “milk leg,” or phlebitis, is a rather 
common occurrence atter typhoid, pregnancy, or 
any acute illness, and sometimes occurs inde- 
pendently. When we can not explain such a con- 
dition, which is under immediate observation, we 
can hardly account for all cases of thrombosis of 
the mesenteric vessels. The large amounts of 
toxic and septic material in the blood as well as 
organic lesions of the heart are undoubtedly pre- 
disposing causes to thrombosis and embolism of 
the mesenteric vessels. 

I have had two cases of thrombosis of the 
mesenteric vessels. One, a child, who was op- 
erated upon for what appeared to be general 
peritonitis. On opening the abdomen all the 
small intestines appeared to be gangrenous, and 
the child died on the table. A second case fol- 
lowed the reduction of a hernia, and a loop of 
akout eight inches of intestine was black and 
gangrenous. I resected it and did an end-to-end 
union, but I did not remove enough intestine, as 
a fecal fistula followed from the free border. The 
patient became marasmic, necessitating another 
operation some weeks later, which was followed 
by death. I believe the essential feature in such 
cases is to remove a large amount of intestine on 
each side of the affected loop, and if the intestine 
does not bleed well at this point, still more should 
be taken. It may look healthy and have just 
enough nutrition for ordinary wear and tear and 
not be able to stand the additional burden of re- 
pair after resection. Two or three feet of intes- 
tine, more or less, do not seridusly affect the nu- 
trition. 

I was much impressed by the cramp-like, severe 
pains in the second case and by the extreme 
rigidity. There were also bloody stools. I be- 
lieve the absence of fever, the intense rigidity 
and pain, together with a careful blood count, 
may be helpful in the diagnosis of these cases. 

Dr. Thomas Ragen, Shreveport, La.—Some 
years ago I saw a case of a five-year-old child 
who had an infantile paralysis from which it did 
not make a very good recovery. I saw the child 
earlier and did not offer a very good prognosis 
and the parents did not have me treat it. 

An osteopath promised to cure the child and 
was rather slow in doing it, and the day previous 
to this attack he gave some osteopathic calomel,— 
he pounded and crushed the liver very much. 
The child went to bed after the treatment. 

I was not the family physician and was called 
in consultation the next day. I saw the child in 
almost a dying condition and had ‘it taken to 
the hospital at once. I told the parents I did 
not believe anything would save it, but I opened 
the abdomen to see if I could. A number of feet 


of the intestine were black; and the veins and 
arteries were occluded,—a typical case of its kind. 
The patient died on the table. I was trying to 
put in drainage and bring the ends where it would 
drain. The osteopath really produced the lesion. 


Dr. F. Webb Griffith, Asheville, N. C—I have 
seen only one case and in that the diagnosis of 
fecal impaction had been made when I[ first saw 
him. I was called at 4 o’clock one morning and 
tound a man about 45 years old with a mass the 
size of a fist in the upper left quadrant of the 
abdomen. The mass was slightly movable and 
not very tender. The patient had had a mild 
gastro-intestinal upset for a few days and for 
two days had had symptoms of partial obstruction 
of the bowels. At the time I saw him he was 
vomiting, the pulse rate was increasing, tempera- 
ture about 100°, and he was definitely toxic. 

We operated immediately at the home and 
found about 18 inches of gangrenous bowel. We 
did an anastomosis of the healthy bowel above 
and below the gangrenous area. The patient was 
on the table about twenty-five minutes. After the 
operation he got definitely better for a few hours, 
and seemed to be eliminating nicely. However, 
about ten hours after the operation he began to 
sink rapidly and died in two hours. 

There is one thing we must urge on every oc- 
casion, and that is in acute abdominal conditions 
purgatives are absolutely contra-indicated. There 
are ten made worse to every patient helped by 
giving purgatives in such cases. 


Dr. Homer S. Bruce, Opelika, Ala—My first 
case involved a perineum. The patient was op- 
erated upon and reacted very quickly; and on the 
third day there were symptoms of ileus. The 
symptoms of obstruction progressed until I 
opened the abdomen and found a gangrenous 
ileum. In this instance the tumor was very large 
and involvement of the perinephritic tissue was 
such that clamps were used very freely; and 
large masses of tissue were taken in the clamps. 

The next case followed a Kraske operation. In 
about two days there was ileus. Reviewing some 
literature upon the subject, and upon inquiry of 
other surgeons, I found that the majority of those 
instances in which they reported these Taesen- 
teric embolisms were in cases where clamps were 
used very freely in operations,—several of them 
for strangulated hernia, — where there had been 
strangulated tissue. I therefore concluded that 
those two cases of mine might have been saved 


had the dissection been carried further beyond © 


the clamps. Possibly some of the larger veins 
were involved and the blood clots were left in 
them. 

Since then I have been doing free dissection of 
all strangulations; and where I use clamps I dis- 
sect away all tissue included in the clamp as far 
as possible. In strangulated hernia, I carry my 


‘ work far enough to see that in the omentum the 


circulation is intact, and that I leave no occluded 
blood vessels. 

Of course my experience covers only two cases, 
and we could not reason from them. But I would 
like to ask the essayist in his report what pro- 
portion of cases were hernias, and whether or 
not they were clamp operations? 


Dr. Chas. H. Harris, Fort Worth, Tex.—This in- 
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terests us all as surgeons and those of us doing 
abdominal work in this way: it teaches us the 
importance of being able to recognize early a 
surgical abdomen, and also of being able to take 
care of a situation when once inside the abdo- 
men. 

I have had the misfortune of seeing two cases 
of obstruction of the mesenteric circulation. One 
of these was a boy fourteen years of age, whose 
condition was dignosed acute appendicitis with 
a perforation, and was sent to the hospital for 
operation. The patient reached the hospital in 
extremis. Only under the persistent efforts of 
the doctor, the father and the son, were we per- 
suaded to open the abdomen. We found every- 
thing perfectly gangrenous; closed it; and in 
about twelve hours the patient died. Post mor- 
tem showed obstruction by clot. 

The fifth day after the bowel was removed, in 
another case, the patient developed a surgical ab- 
domen. It was opened and a portion of the sig- 
moid flexure and descending colon was gangren- 
ous. This patient died. 

The point I learned from that was this. Open- 
ing an abdomen and finding a gangrenous condi- 
tion without possibility of obstruction would now 
lead me to seek for the obstruction of the circu- 
lation. Consequently, I believe that the lesson 
will be worth something to me in the future. 

Dr. Ira C. Chase, Fort Worth, Tex.—I have 
been waiting for some one to say something about 
what, to me, has been the most important ex- 
planatory factor in this mesenteric thrombosis. 
But unfortunately not having heard the entire pa- 
per, I can not say it was not méntioned. 

I have recently resected four feet four inches 
of gangrenous intestine, the specimen showing, to 
my mind, one of the common causes of mesen- 
teric thrombus, while there seemed to be no 
cause which might have existed from infection; 
ordinary inflammation, hernia, strangulated her- 
nia, etc. We know the common cause of death in 
stangulated hernia and strangulated thrombosis. 
This was intussusception with a large gangrenous 
area in the bowel. It is my impression, and I 
leave it to you that where there is no apparent 
cause for such a sudden attack, many of these 
obstructions are unrecognized intussusception. 


Dr. A. Jacoby, Dallas, Tex.—I think it is better to 
pull out the small bowel, cut off the involved 
portion, stick a large sized tube in either end of 
the intestine, and drain at both ends for a week. 
Then if the patient is alive, do an anastomosis. 
It is wise to place a catheter in the upper end of 
the bowel, no matter what method one pursues, 
and drain away all infected material in the small 
bowel. They often die, not from the condition 
that has produced the thrombosis nor the shock 
so much as from the absorption of toxic material 
from the small bowel. 


Dr. Blackburn (closing).—It just occurred to 
me while Dr. Horsley was talking that some peo- 
ple had 300% mortality rather than Dr. Horsley’s 
200%. 

I did not go into the discussion of the different 
theories that had been advanced as to causation, 
because I found after writing up somewhat in 
detail the histories of thirty-five cases that the 
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paper became too voluminous to think about go- 
ing into all of those things. 

I feel that there is in all of these operative 
cases particularly a combination of trauma and 
the toxic element,—not necessarily pyogenic. It 
is along the line of the theory advanced by El- 
liott in a recent number of the “Annals of Sur- 
gery” (November, 1915). 

Trotter describes one case developing in sup- 
purative appendicitis with a gangrenous appen- 
dix. There was a thrombus of a vein in the ab- 
scess wall. He dissected it out carefully, followed 
it upward through the veins, and in that way 
found the thrombus coming directly from the 
vein of the wall of the abscess cavity and up to 
the mesenteric veins. 

One important question is, if the toxic element 
enters, why do not we have thrombosis frequently 
in typhoid fever? In only one case that I report 
here in this series of thirty-five did it occur in 
typhoid fever. The diagnosis in that instance 
was made of perforation during typhoid, and yet 
there was a rather extensive area of bowel gan- 
grenous, and nothing was attempted. 

As to the operative procedure which I discussed 
somewhat at length in my paper, the cases that 
have recovered were those in which there was a 
resection, a closure of the ends of the intestine 
with a lateral anastomosis, and closure of the 
abdomen. I am inclined to believe that those 
patients recovered on account of the fact that the 
local condition was limited. My personal opin- 
ion is that in all those cases where there is a 
very extensive involvement, the technique sug- 
gested by some one a moment ago of resecting 
and bringing the two ends of the intestine out 
of the abdominal wound and draining each end, 
is the best, and ought to be used in all such’ 
cases. 


INJURIES OF THE URINARY 
TRACT.* 


BY Howarp J. WILLIAMS, A.M., M.D., 
Macon, Ga. 


During an experience of thirty-two 
years in attending various medical meet- 
ings, many of which were meetings of rail- 
road surgeons, the writer can not recall a 
single meeting at which the question of 
traumatism of any portion of the urinary 
tract has ever been discussed. This fact 
is rather remarkable, since these injuries 
are not uncommon in the various accidents 
of civil life and in the multiplicity of cas- 
ualties resulting from the operation of 
railroad industries. 

In the preserved records of the writer’s 
personal surgical work during thirty-three 


*Read before Central of Georgia Railway Sur- 
geons’ Association. 
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years, there are clinical histories of four- 
teen injuries of the urinary tract; five of 
these wounds having been received by vic- 
tims of railroad accidents; five were due 
to fire arms; and four were due to other 
accidents in private life. In these records 
there are three cases of pistol shot wound 
of the kidney, two cases of subparietal lac- 
eration of the kidney, two cases of pistol 
shot wound of the urinary bladder, five 
cases of subparietal laceration of the uri- 
nary bladder, and two cases of subparietal 
rupture of the deep urethra. In the fol- 
lowing review of these cases the: writer 
will divide the subject into three heads 
and five sub-divisions, appending in each 
a brief history of those cases illustrative 
of the subdivisions discussed. 


WOUNDS OF THE KIDNEY. 


Wounds of the kidney have been consid- 
ered comparatively rare and yet the writer 
has seen five cases of this class. They 
were formerly regarded as very danger- 
ous, but modern surgical interference has 
reduced their mortality. Prompt recog- 
nition of the presence of such wounds and 
early operation are necessary to success- 
fully combat their danger. The great vas- 
cularity of these organs materially aids in 
the prompt repair of these lesions. Of the 
five cases in the writer’s experience only 
one terminated fatally. 

Injuries of the kidney are classed as 
open or subparietal. In the first class are 
included incised, stabbed, and gunshot 
wounds, due to sharp instruments or mis- 
siles, which show an external opening. In 
the second class are contused, lacerated or 
ruptured wounds of the organs, due to 
blows, falls or crushes, which show no ex- 
ternal evidence of violence. 

The general symptoms of kidney wounds 
are shock, pain, hematuria, localized swell- 
ing or tumefaction, and external evidence 
of traumatism, all varying with the degree 
of the violence inflicted. Shock depends 
~ not only upon the violence of the injury, 
but also upon the complications attending 
the traumatism. Crushing wounds involv- 
ing other abdominal organs and gunshot 
wounds complicating the hollow viscera of 
course cause the greatest shock. Pain is 
not only local, but is also referred to the 
groin and to the external genitalia. Renal 
colic is frequently present. Hematuria 
varies with the extent of destruction of 


kidney tissue, and its time of onset de- 
pends upon the character of the trauma- 
tism. A stab wound may bleed promptly 
into the kidney and ureter. A laceration 
of the arteries within the pelvis of the kid- 
ney may cause a rapidly fatal hematuria. 
Tumefaction depends upon the extent of 
hemorrhage outside of kidney and urinary 
extravasation into the perinephritic tis- 
sues. 

The complications of kidney wounds are 
intraperitoneal hemorrhage, traumatic ne- 
phritis, hydronephrosis, perinephritic ab- 
scess, pyelonephritis, and peritonitis. 

Gunshot wounds of the kidneys, of 
which the writer has seen three cases, are 
said to be rare in civil life, and yet they 
are more commonly encountered than in- 
cised or stabbed wounds. The mortality 
is relatively high owing to complications 
arising from wounds of other abdominal 
solid and hollow viscera. Of the three gun- 
shot wounds of the kidney recorded below, 
two recovered (one complicated with two 
perforations of the stomach, the other 
without any injury to the hollow or other 
abdominal viscera). The fatal case was 
complicated with perforation of the small 
intestines. 

Hematuria is usually delayed in gun- 
shot wounds of the kidney, unless a large 
renal vessel is injured, until the track of 
the missile sloughs. In one of the writer’s 
cases, it was delayed eight days; in one it 
began in two hours and continued eleven 
days; and in the fatal case it did not ap- 
pear at all. Referred testicular pain was 
present in two of the cases and absent in 
one. Death in gunshot wounds of the kid- 
ney is usually due to peritonitis from in- 
testinal complications, perinephritic ab- 
scess and pyelitis. 


R. T., male, 35 years of age, Negro, laborer, 
Nov. 27, 1897, Macon Hospital. Three pistol shot 
wounds, 38 calibre, right groin, left chest wall, 
and left side of abdomen laterally near costal 
border. Last ball, upon laparotomy found to have 
passed through upper part of left kidney and one 
part of the small intestine. Severe shock, in- 
tense pain in left testicle, nausea and vomiting, 
urine not bloody. Death on fifth day due to 
peritonitis. 

B. B., male, 13 years of age, white, school boy, 
Oct. 6, 1901, Macon Hospital. Accidental pistol 
shot, 32 calibre, near left costal border in front. 
Laparotomy, ball passed through lesser and 
greater curvature of stomach and on through 
right kidney. Stomach wounds closed. Pain in 


XU 


4 
{ 
i 
§ 
4 
| 
j 


822 SOUTHERN MEDICAL JOURNAL 


right testicle from time of accident. Bloody 
urine eighth day after accident. Recovery. 

A. H., male, 28 years of age, white, stationary 
engineer, Aug. 11, 1903, Macon Hospital. Pisto} 
shot in back near right third lumbar vertebra. 
Exploratory laparotomy, no intestinal lesion, lum- 
bar drainage for kidney wound. No testicular 
pain, but bloody urine began two hours after 
wound and continued eleven days. Recovery. 


Subparietal wounds of the kidney, of 
which the writer has seen two cases in 
their late complications, are said to be 
the most common of all traumatisms of 
these organs. They are due to falls, blows 
and crushing accidents. Neither of the 
following cases was due to railway inju- 
ries; one was due to a kick from a mule, 
the other due to a blow from a baseball 
bat. In these injuries the hematuria may 
vary with the degree of injury. In simple 
contusion it may be absent unless it comes 
on secondarily, depending upon infection 
and necrosis. In laceration it may be 
early yet not very marked; while in com- 
plete rupture it may be rapidly fatal. 
Renal colic and referred pain are usually 
present, and a rapidly growing tumor in 
the loin is very frequently observed. The 
two cases recorded gave histories of pain, 
hematuria and rapidly growing tumefac- 
tion. The prognosis in this class of cases 
is quite high, 30 to 50% die, usually from 


the late complications. Both of the writer’s- 


cases recovered after operation, one from 
perinephritic abscess, the other from a 
secondary hydronephrosis. The usual 
mortality is due either to rapidly fatal in- 
tra-abdominal hemorrhage, excessive hem- 
aturia or to secondary septic infection. 


J. T., male, 19 years of age, white, baseball 
player, June 14, 1907, Macon Hospital. Struck ac- 
cidentally by baseball bat over right loin three 
weeks before admission. Bloody urine third day 
after accident, testicular pain immediately after 
blow. Tumor in right loin rapidly developed, fol- 
lowed on tenth day by chills and fever. Right 
lumbar incision with discharge of pus and urine 
three weeks after accident. Recovery. 

Cc. C. L., male, 30 years of age, white, farmer, 
May 9, 1910, Macon Hospital. Three months be- 
fore admission kicked by a mule over right loin, 
followed by bloody urine, pain in right testicle 
and right loin lasting three days, with rapidly 
growing tumor in right side. Diagnosis, Trau- 
matic hydronephrosis. Operation, right lumbar 
incision, exterpation of hydronephritic sac, re- 
moval of stump of kidney; drainage. Recovery. 


WOUNDS OF THE URINARY BLADDER 


Uncomplicated injuries of the bladder 
are rare. The protected position of the 
viscus, located as it is in the bony pelvis, 
shields it from direct injury by blows and 
falls, although it may be injured directly 
by penetrating instruments or bullets. 
Spontaneous rupture may, however, cccur 
in over distension of a previously dis- 
eased bladder, or it may be produced by 
over distension by bladder injections. In- 
juries of the bladder are divided into pen- 
etrating wounds and subparietal ruptures. 
They are further subdivided into extra- 
peritoneal. or intraperitoneal injuries, de- 
pending upon the location of the wound 
to the bladder wall. Intraperitoneal inju- 
ries are always most serious. Penetrat- 
ing wounds may be either incised, punc- 
tured or gunshot,—the vulnerating body 
being a knife, the horn of an animal, a 
blunt instrument, or a bullet. ; 

Bladder injuries are generally comoli- 
cated with injuries of either the bone, in- 
testines, blood vessels, nerves, genitalia or 
other important tissues. 

The cardinal symptoms of bladder inju- 
ries are shock (which may be variable in 
degree and not correspond with the sever- 
ity of the lesion), suprapubic pain (which 
is usually present and is accompanied by 
tenderness on palpation in the hypogas- 
tric area), intense desire to urinate with 
little or no expulsive force, accompanied 
by tenesmus and escape of little or no 
urine, and:bloody urine. Introduction of 
the catheter withdraws very little or no 
fluid. Another diagnostic test is the in- 
jection of a measured quantity of water 
into the bladder and its withdrawal to 
establish a possible leakage into the peri- 
vesical tissues or into the peritoneal cav- 
ity: this is a very dangerous measure and 
is only mentioned to be condemned. 

The mortality of bladder wounds is 
very high, but modern scientific treatment 
has materially reduced the fatality of these 
lesions. 

Gunshot wounds of the bladder are rare. 
The writer has as yet never encountered 
an incised or punctured wound, but has 
treated two cases of bullet wounds of the 
bladder; one an extraperitoneal wound, 
the other extra- and intra-peritoneal. 
Usually gunshot wounds are double, form- 
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ing a wound of entrance and a wound of 
exit as the missile traverses the viscus. 
There may, however, be only a _ single 
wound, as when the bullet cuts through 
only a small section of the bladder wall in 
its transit through the body. The writer’s 
extra-peritoneal case illustrates the single 
wound condition. The points of entrance 
of the missile into the body and its en- 
trance into the bladder may be widely 
separated, and before reaching the blad- 
der wall other important organs, the in- 
testines, large blood vessels, or nerves, 
may be fatally injured. 

Besides, the usual cardinal svmptoms 
and signs of wounds of the bladder, there 
are to be considered in gunshot wounds 
the probable escape from the body of 
bloody urine following the track of the 
bullet, this symptom is only present when 
the wound of entrance is near the bladder 
region. There may also be an extensive 
tumefaction from urinary infiltration of 
the tissues in the suprapubic space. In 
laparotomies for gunshot wounds of the 
abdomen the presence of the odor of urine 
may lead to the discovery of a wound of 
the bladder. In all operations for gun- 
shot wounds of the abdomen the surgeon 
should always examine the intra-perito- 
neal wall of the bladder for the reason. 
that the general shock accompanying these 
injuries may be so severe that the symp- 
toms pointing to wounds of the bladder 
may be overlooked. 

a mortality of gunshot wounds of the 

bladder is usually very high, the fatal 
complications being shock and concom- 
itant hemorrhage, wounds of other organs, 
peritonitis, and general septicemia. One 
of the writer’s cases terminated fatally in 
thirty-six hours from peritonitis. The 
other case recovered. 


P. B., male, 28 years of age, Negro, laborer, Nov. 
29, 1902, Macon Hospital. Gunshot wound of 
right suprapubic region two hours before admis- 
sion. Suprapubic pain, bloody urine on cathe- 
terization, shock. Laparotomy. Peritoneal cav- 
ity not involved. Extraperitoneal wound of blad- 
der found and closed. Bullet found buried on left 
brim of pelvis. Permanent catheter in bladder, 
and drainage down to bladder wound. Recovery. 
_C. BE. B., male, 40 years of age, white, farmer, 
Dec. 9, 1909, Macon Hospital. Three hours before 
admission shot in right inguinal region ranging 
internally and to left. Shock and bloody urine on 
catheterization, nausea, vomiting, suprapubic 


pain. Laparotomy; no intestinal lesion, two blad- 
der wounds, one extraperitoneal and other intra- 
peritoneal. Bloody urine in peritoneal cavity. 
Peritoneal wound of bladder closed and peritoneal 
cavity drained; extraperitoneal wound partially 
closed with suprapubic bladder drain and perma- 
nent catheter through urethra. Death in 36 hours, 


Subparietal ruptures of the bladder are 
more frequently encountered than are 
penetrating injuries because of the greater 
frequency of falls, blows and crushing ac- 
cidents directly to the pelvic region. Ina 
large per cent of these injuries the bony 
frame work of the pelvis is broken and 
the ends of the fractured bone cut the 
bladder wall or project into its cavity, or 
the direct crushing violence may rupture 
the walls of the bladder covered alone by 
the peritoneum. These wounds are either 
extra-peritoneal, intra-peritoneal, or a 
combination of both. Extra-peritoneal 
rupture most frequently: occurs. The 
writer has encountered five cases of sub- 
parietal rupture of the bladder, four were 
extra-peritoneal and the fifth a combina- 
tion of extra- and intra-peritoneal injury. 
Extra-peritoneal rupture is not so danger- 
ous as intra-peritoneal rupture. 

The complications most frequently en- 
countered in these injuries are fracture 
of the pelvic brim (most frequently the 
transverse or descending rami of the pu- 
bis), septic cellulitis and peritonitis. In 
all of the writer’s cases fracture of the 
pelvis was present. 

In addition to the general symptoms 
common to all wounds of the bladder, there 
are also indications which should be care- 
fully looked for in subparietal injuries to 
locate the possible seat of the rupture of 
the viscus. In intra-peritoneal wounds 
the bladder is usually found empty very 
soon after the injury, and symptoms of 
rapidly developing peritonitis soon fol- 
low. | In extra-peritoneal rupture some 
bloody urine is found on catheterization 
soon after the trauma, and there is a 
gradually developing tumefaction above 
the pelvic brim with slowly extending 
dullness spreading up over the lower an- 
terior walls of the abdomen; this tume- 
faction is boggy on palpation and is often 
extremely tender to touch. If the urine 
is septic, from some previously existing 
cystitis, symptoms of general sepsis may 
soon develop. In all crushing injuries 
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about the pelvis and lower abdomen 
prompt examination for possible signs of 
rupture of the bladder should be made 
early, for the cardinal symptoms of pelvic 
pain and frequent desire to urinate with 
tenesmus may be delayed. The catheter 
should always be used in these cases. In 
one of the writer’s cases, one in which the 
apparent traumatism was very slight (an 
automobile accident), and in which there 
was no apparent shock, suprapubic pain, 
nor bladder tenesmus, the passage of the 
catheter showed bloody urine. 

The mortality of subparietal rupture is 
very high. In 76 cases of extra-peritoneal 
rupture reported by Maltrait, 47 proved 
fatal; in 96 cases of intra-peritoneal rup- 
ture, reported by the same author, only 
one recovered. Of the five cases seen by 
the writer, three died, one involving the 
intra-peritoneal walls and two involving 
the extra-peritoneal walls of the bladder. 


A. M., male, 22 years of age, white, postal clerk, 
Oct. 9, 1896, Macon Hospital. One hour before ad- 
mission fell thirty feet from a railroad bridge 
over a railroad track, striking rails below. Imme- 
diate shock and abdominal pain. Intense desire 
to urinate. Catheterization thirty minutes after 
accident showed empty bladder. | Catheterization 
one hour and a half later showed a little blood 
and urine. Immediate laparotomy; extensive 
bloody extravasation of abdominal walls; pelvic 
peritoneum filled with blood and urine; extra- 
and intraperitoneal rupture of bladder; extensive 
fracture (with displacement) of pelvic bone ex- 
tending into bladder cavity. Peritoneal drainage, 
extraperitoneal drainage, permanent catheter. 
Death from shock sixteen hours after accident. 

T. A., male, 24 years of age, white, tramp, Feb. 
19, 1898, Macon Hospital. Six hours before ad- 
mission caught between cars, lower abdominal 
and hip regions involved. Intense desire to uri- 
nate, without passing urine. Pelvic and lower 
abdominal pain. Large supra-pubic mass, fluct- 
uating on manipulation, to left of median line. 
Shock, nausea and vomiting. Catheter drew only 
blood from bladder. Supra-pubic incision opened 
large extravasation of blood and urine; wound 
of bladder (due to puncture of fractured pelvic 
brim) with the bone penetrating into bladder 
cavity. Suprapubic bladder drainage, permanent 
catheter. through urethra. Death from general 
sepsis seven days later. Post-mortem, no involve- 
ment of peritoneal wall of bladder. 

J. S., male, Negro, laborer, Feb. 8, 1908, out of 
town case. Seen eight hours after accident. 
Caught between cars, crushed pelvis, no external 
wound. History ,of intense and constant desire 
to urinate, small quantities of bloody urine passed; 
large supra-pubic mass fluctuating and dull upon 
percussion; catheterization small quantity of 
bloody urine. Immediate supra-pubic incision, 


escape of large quantity of thin, bloody extra- 
vasation smelling like urine. Extensive fracture 
and displacement of pelvic bones with perfora- 
tion of bladder wall below pelvic brim. Supra- 
pubic bladder drainage and permanent catheter. 
Death fifth day from general sepsis; abdominal 
walls gangrenous. 

Mrs. J. C. W., female, 35 years of age, white, 
housewife, April 12, 1912, Macon Hospital. Thirty 
minutes before admission to Hospital, while seat- 
ed in an automobile, was caught in a collision be- 
tween the automobile and a street car. She was 
not thrown out of the seat of the automobile or 
otherwise disturbed, but immediately felt an 
acute pain in the prevesical region with signs of 
shock. No urinary symptoms. One hour later a 
suprapubic mass dull on percussion and fluctuat- 
ing on palpation was discerned. Catherization 
showed bloody urine. Supra-pubic incision in 
one hour and a half after accident, a small rent 
in the bladder was found caught between the 
sharp edges of the fractured pubic arch. Bladder 
wound closed. Drain of prevesical space and 
permanent urethral catheter inserted. Complete 
and permanent recovery. Slight pelvic displace- 
ment of pelvic brim, which might be followed by 
some dystocia in a future confinement, the only re- 
sult of the accident. 

H. H., male, 24 years of age, Negro, railroad la- 
borer, Aug. 20, 1912, Macon Hospital. Caught and 
rolled between a freight car and a brick wall, 
crushing the pelvis, no external wound. No se- 
vere shock, but frequent desire to urinate with 
no passage of urine. Ten hours after accident 
catheterization showed bloody urine. A large 
suprapubic mass dull on percussion present. Di- 
agnosis, fracture of pelvis and laceration of blad- 
der. Suprapubic incision, escape from abdominal 
wound of large quantity of blood and urine. Ex- 
tensive fracture of transverse and descending 
rami of pubic bones found; replacement of broken 
bones impossible. Suprapubic drainage of blad- 
der by drainage tube and permanent urethral 
catheter inserted. Recovery from accident. Later 
occlusion of calibre of membranous urethra from 
excessive bony callus requiring external ureth- 
rotomy and perineal drainage of bladder. Ulti- 
mate recovery. 


INJURIES OF THE URETHRA 


Wounds of the urethra, like injuries of 
the other viscera of the urinary tract, may 
be penetrating or subparietal; and may 
be caused by the same class of trauma- 
tisms. They may involve the pendulous 
urethra, the bulbo-membranous urethra, 
or the prostatic urethra. Gunshot and in- 
cised wounds are rare and punctured 
wounds are usually impaling injuries due . 
to falls upon blunt pointed objects. Gun- 
shot and incised wounds are usually con- 
fined to the pendulous portion of the or- 
gan; punctured wounds commonly involve 
the perineal urethra. Subparietal wounds 
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are generally confined to the perineal por- 
tion of the urethra and are due either to 
blows or kicks or falls astride a fence, 
a rail, or the pommel of a saddle. Sub- 
parietal wounds of the pendulous urethra 
may be caused by the organ being caught 
suddenly between two dull objects, as the 
falling of a window sash. Foreign bodies 
are sometimes found in the urethra. 

The diagnosis of wounds of the pendu- 
lous urethra is comparatively easy and 
the treatment simple. ‘For this reason 
they will not be further considered in this 
paper. 

Subparietal laceration of the bulbo- 
membranous urethra is rather uncommon 
and may give rise to serious results unless 
promptly recognized and carefully treat- 
ed. Wounds of this class and location are 
generally due to falls or blows, which 
catch the tissues between the vulnerating 
body on the one side and the descending 
rami of the pubic bone on the other side. 
They are either incomplete or complete 
lacerations, that is, confined to injury of 
only a portion of the canal of the urethra 
or a division of the entire urethral wall. 
The writer has treated two cases of this 
class of injuries; one an incomplete lac- 
eration, and the other a complete lacera- 
tion with retraction of the two ends of the 
iniured urethral walls. Both were due to 
falls astride dull or blunt objects. The 
diagnosis is practically the same in both 
incomplete and complete cases, but the 
_ treatment is different. 


The principal symptoms in _ these 
wounds are escape of blood from the 
meatus urinarius, difficulty in urination 
or retention of urine, obstruction to the 
passage of a catheter into the bladder, 
tumefaction.in the course of the urethra, 
echymosis of the perineal tissues, and 
later abscess formation or gangrene of the 
surrounding parts. Blood escapes either 
slowly with an occasional discharge of a 
cylindrical clot, or it may be a continuous 
flow of blood from the meatus, depending 
upon the size of the ruptured vessel in the 
urethral walls. The hemorrhage of a 
complete laceration is of course more se- 
vere than that of an incomplete wound. 
The blood may clot and prevent the escape 
of urine through the urethra. The most 
urgent symptom, to the patient, is diffi- 
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culty in passing urine or complete reten- 
tion. These signs of the trouble are due 
usually to obstruction by blood clot or 
swelling around the urethra in incom- 
plete wounds compressing the urethra, or 
destruction of the continuity of the ureth- 
ral track in complete lacerations. Swell- 
ing and tumefaction rapidly follow the ac- 
cident and are caused by the escape of 
blood and urine into the peri-urethral tis- 
sues. The swelling is always painful and 
is usually rapid in growth. Pus forma- 
tion is a late symptom and is due to urin- 
ary infection; sloughing or gangrene will 
soon follow if not promptly relieved. 

The mortality is high in severe injuries 
of the perineal urethra unless early relief 
is given the tissues. Sometimes the lace- 
rated urethra is accompanied by fracture 
of the pelvic bone, a complication which 
materially affects the prognosis. Kauff- 
man gives the mortality, even after early 
operation, as 14.15%; complicated with 
fracture of the bone he states the mortal- 
ity as 40%. The cause of death is gen- 
eral sepsis. Traumatic stricture or urin- 
ary fistula may follow such injuries. 


* Ww. B., male, 19 years of age, Negro, laborer, 
April 14, 1898, Macon Hospital. Two hours be- 
fore admission, while at work at a pottery com- 
pany’s plant, fell astride an upright pipe, the 
end of the pipe striking the perineum. Imme- 
diate profuse and continuous urethral hemorrhage. 
Shock and pain slight. Urine could not be voided 
and catheter could not be passed into bladder on 
admission to Hospital. Prompt perineal section 
performed and partial laceration of urethra 
found. Catheter passed through perineal wound 
into bladder and retained for one week. (Com- 
plete recovery. 

E. F. M., male, 52 years of age, Negro, railroad 
laborer, Nov. 16, 1911, while at work in the rail- 
road yards unloading a car, had the skids to slip 
from under him and in falling the skids struck 
him in the perineum. When first seen, there was 
profuse bleeding from the urethra, some passage 
of urine at frequent intervals. He declined to 
go to the hospital for operation and expressed a 
preference for his own physician to treat him. 
One month later he requested that the company’s 
physician should take charge of his case. Bloody 
discharges from the penis had stopped, and only 
a few drops of urine could be passed every few 
minutes. A catheter or sound could not be passed 
into the bladder. Upon operating, a sound was 
passed into the urethra to the point of obstruc- 
tion, a large solid mass occluding the further pas- 
sage of the sound. A perineal incision was made 
and the urethra dissected out; the sound and the 
mass being the landmarks for the operation. The 
proximal urethra was found in the mass of cica- 
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trical tissue and all of the surrounding mass cut 
away. The proximal and distal ends of the 
urethra were brought together with buried catgut 
sutures over a permanent rubber catheter passed 
through the two ends of the urethra and into the 
bladder and the urethral channel restored. Re- 
covery finally took place after months of frequent 
passage of the sound to keep the stricture from 
completely closing. Complete recovery. 


DIAGNOSIS 


The early recognition of injuries of the 
urinary tract is exceedingly necessary in 
order to meet and successfully treat these 
grave accidents. In all contusions, blows, 
rolling or crushing accidents involving 
the loins or back, the lower part of the ab- 
domen, pelvis or buttocks, and the peri- 
neum, careful examination of the urinary 
functions should be.made to ascertain the 
presence of blood. In these cases the 
catheter should be used early and freely; 
it is the rule of the writer to pass the 
catheter promptly on the admission of all 
patients injured in these localities. Care- 
ful regional examinations should also be 
made for the presence of physical signs 
or subjective symptoms of such injuries. 
In gunshot wounds of the abdomen, no 
matter where the point of entrance may 
be, upon opening the abdomen, careful 
intra-abdominal examination of the kidney 
and bladder regions should be made for 
possible perforations of the viscera. 

The points to be remembered in differ- 
ential diagnosis, are: 

Wounds of the Kidney.—History of in- 
jury to loin, back, or upper abdomen. Pa- 
tient able to urinate. Catheterization 
easily accomplished. Blood in the urine 
with ureteral casts. Cystoscopy to dif- 
ferentiate right or left ureteral hemor- 
rhage. Renal colic and referred pain. 
Tumefaction in region of kidney involved. 

Wounds of the Bladder.—History of 
suprapubic or pelvic injury. Constant 
desire to urinate with tenesmus. Cathe- 
terization yields “dry tap” or small quan- 
tity of bloody urine. Suprapubic pain and 
tenderness. Suprapubic tumefaction and 
bogginess. 

Wounds of the Perineal Urethra.—His- 
torv of perineal iniury. Constant escape 
or slow oozing of blood from meatus. Pos- 
sible retention of urine. Obstruction to 
passage of catheter. Perineal tumefac- 
tion and ecchymosis. 


TREATMENT 


The lines of treatment for these inju- 
ries should be: 

Kidney Wounds.—In mild cases, rest 
and ice bags locally; conservative watch- 
ing. In grave cases, with excessive shock 


_and signs of intra-peritoneal hemorrhage 


or rapidly growing tumefaction in loins, 
incision and suture of kidney wound with 
drainage, or nephrectomy. If infection is 
present, incision and drainage, or nephrec- 
tomy. In all cases employ urinary anti- 
septics. 

Bladder Wounds.—Open up and explore 
suprapubically; in extra-peritoneal lace- 
ration close vesical wound and employ 
prevesical drain if possible; if not, use 
suprapubic vesical drain. In intra-peri- 
toneal laceration close bladder wound and 
use peritoneal drainage. In all cases use 
retention catheter through urethra. In 
all cases employ urinary antiseptics. 

Deep Urethral Wounds.—Perineal in- 
cision, catheter passed and retained in the 
bladder, as in external urethrotomy, if in- 
complete or partial laceration. If com- 
plete laceration, perineal incision, find 
ends of divided urethra, suture ends of 
torn urethra over permanent catheter 
passed into the bladder through urethral 
canal, close perineal wound with super- 
ficial drain. In infection and perineal ab- 
scess or localized gangrene, free incision 
and multiple drains. In all cases employ 
urinary antiseptics. 


THE PROPER MANAGEMENT OF 
PLACENTA PREVIA.* 


By M. S. DAviE, M.D., 
Dothan, Alabama. 


Definition.—Placenta previa is the de- 
velopment of the placenta in part or 
wholly within the zone of dilatation of the 
uterus. 

Diagnosis.—There is generally found 
considerable hemorrhage, with a one-or- 
two-finger dilatation. Diagnosis before 
dilatation is difficult and unreliable. 65% 
give symptoms before completion of term. 
When painless, idiopathic hemorrhage oc- 


*Read before Alabama State Medical Associa- 
tion, Mobile, Ala., April, 1916. 
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curs, the diagnosis should be confirmed, or 
the case should be treated as placenta pre- 
via. 

Gloves.—Rubber gloves should be worn 
in all obstetrical maneuvers. 

Maternity—Every placenta previa 
should be sent to a maternity hospital upon 
diagnosis. If there is no maternity hos- 
pital at hand, prompt measures should be 
instituted for home treatment, and a staff 
of nurses and physicians kept on duty 
until the case is disposed of. 

Management.—In determining the man- 
agement of placenta previa the things to 
be considered are the surroundings, con- 
dition of mother and child, duration of 
pregnancy, degree of previa, progress of 
dilatation, skill of accoucheur, and wheth- 
er the woman is in labor. 

Immediate induction of labor should fol- 
low the diagnosis, unless the child is ap- 
proaching viability, the bleeding is slight, 
and the patient can enter a well equipped 
maternity institution. When labor has 
begun the dominant thought and effort 
should be to save blood, empty the uterus 
and combat anemia. 

While waiting for proper cervical dila- 
tation before proceeding with delivery, 
normal salt solution may be given and 
every detail of subsequent emergencies 
carefully anticipated. Do not give -pitui- 
trin, and do not hurry extraction through 
a poorly dilated cervix. In placenta pre- 
via fatal hemorrhage may arise from a 
tiny cervical tear. 

In marginal placenta previa the hemor- 
rhage usually begins toward the end of the 
second stage of labor, and puncturing the 
membranes allows the placenta to recede 
with the lower uterine segment, the pre- 
senting part also compresses the placenta 
and bleeding is stopped. 

When the child is delivered immediate 
attention should be given to the removal 
of the placenta. After placental extrac- 
tion watch competently for bleeding, and, 
if it occurs, utero-vaginal packing should 
be done. All cervical tears should ‘be re- 
paired. 

_ Tampons.—Cervical and vaginal pack- 
ing with gauze may be done for hemor- 
rhage and dilatation. 

Winn? thinks the cervical and vaginal 
tampon is a dangerous makeshift and one 
demanding rigid technique. 
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Reinhardt? does not use the tampon, and 
questions its wisdom. If used, it should be 
through a speculum and with careful asep- 
sis. A moist tampon controls hemorrhage 
better than a dry one. 

Edgar‘ reports forty cases from the 
Manhattan Maternity. The routine there 
was controlling hemorrhage and securing 
cervical dilatation by cervical and vaginal 
gauze packing. 

Newell’ packs the uterus in post-partum 
hemorrhage with gauze wet with alcohol, 
and, upon its removal, irrigates with 50% 
alcohol. A solution of alum may be used 
instead. 

In placenta previa of primiparae or oth- 
ers, where the cervical dilatation will only 
admit one finger, both the vaginal tampon 
and colpeurynter are quite questionable. 
Where the head is not engaged in the pel- 
vis there will not be sufficient counter pres- 
sure, and either of these methods will 


“merely convert an external into an in- 


ternal hemorrhage. Here Cesarean se:- 
tion may be the safest procedure. 

Version.—Nagel® performs bipolar ver- 
sion at once, extracts and loops a foot, 
leaving the case to natural expulsion. 

Davis’ thinks combined version, foot de- 
livery, and spontaneous expulsion the saf- 
est procedure in private homes. 

Fry® emphasizes the wisdom of bipolar 
version and slow delivery, urging the un- 
wisdom of fast dilatation and hurried ex- 
traction. 

C. H. Stratz,? who has treated 173 cases 
with the loss of only one mother and this 
by embolism, unconditionally advises 
Braxton-Hicks version in placenta previa. 
While the maternal mortality with this 
method is much lower, the infant mortal- 
ity is considerably higher. He would 
never use the tampon and thinks metreu- 
rysis unnecessary when the Braxton- 
Hicks procedure is correctly carried out. 
In his opinion, initiatory tamponing and 
hurried extraction should never be done. 

DeLee” thinks, unless the woman’s con- 
dition is fair, the child viable, the instru- 
mentarium ample, and the operator ex- 
perienced, Braxton-Hicks version is the 
thing to do. He brings down one foot and 
makes sufficient traction to make the thigh 
compress the placenta against the cervix 
to control the bleeding. Then he rests his 
case. He does not hurry the labor, and 
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only makes traction to control hemorrhage 
until the cervix is sufficiently dilated. If 
there has been much bleeding normal salt 
solution is given subcutaneously as soon 
as version is performed. 

Combined versien is the most available 
and successful treatment for the mother, 
but the fetal mortality is very high. If 
forced delivery follows version, there is 
frequent cervical laceration and resultant 
hemorrhage. 

Bag.—The use of the bag gives a some- 
what better chance to the child, but the in- 
creased manipulation is bad for the 
mother. The bag should not remain longer 
than six hours, on account of infection. 
Blood loss from its use has been found to 
be double that of combined version. 

Cragin" reports forty-nine cases at 
Sloan Maternity Hospital. The routine 
treatment was dilatation of the cervix and 
control of hemorrhage with the bag. When 
sufficient cervical dilatation was secured 
version was performed, with breech deliv- 
ery, or, in suitable cases, the vertex was 
allowed to compress the placenta and de- 
livery occasionally hastened with forceps. 

After viability, J. F. Winn’ advises the 
intra-ovular elastic rubber bag and in- 
ternal podalic version. The bag unavail- 
able, Braxton-Hicks version should be 
done. In any form of placenta previa 
during labor with hemorrhage, Braxton- 
Hicks version offers best maternal results. 
This procedure should be followed by slow 
extraction. In marginal and lateral cases, 
puncturing the membrane will usually con- 
trol the hemorrhage. 

An improper use of the bag will allow 
large concealed hemorrhage. Rapid dila- 
tation of the cervix and rapid delivery of 
the uterus are to be avoided. Infrequently 
the baby may be saved by this. procedure, 
but the maternal mortality and morbidity 
are much increased. 

After dilatation hemorrage is controll- 
ed by the presenting part. After delivery 
immediate attention is given to the third 
stage. If there is much bleeding the 
uterus must be emptied manually, and, if 
it continues, packing is done. 

Where the surroundings are favorable, 
the operator skilled, the condition of the 
mother and child good, metreurysis is the 
procedure of selection. Every detail of 
the technique should be carefully antici- 


pated. There are a number of satisfac- 
tory colpeurynters obtainable. The origi- 
nal Carl Braun is all right. After steriliza- 
tion, the bag is put in a basin containing 
the solution of choice, emptied of air, and 
grasped with uterine dressing forceps. 
The membranes are punctured, the bag 


‘guided with the fingers, and placed on top 


of the placenta, being careful not to push 
up the edges of the placenta, as it might 
dcuble under the bag, and allow intra- 
uterine bleeding. Remove the clamp from 
the bag, steady colpeurynter, and inject 
four to twenty ounces into the bag. Puta 
clamp on the tube and only make traction 
enough to control bleeding. One or two 
pounds are enough, and this may be reg- 
ulated by putting a pair of baby scales on 
and weighing to this extent. The pressure 
should be withdrawn about every five min- 
utes to relieve the surgical anemia, and 
minimize the risk of subsequent lacera- 
tion. Relax the pull during the pains, and 
do not leave the patient while the colpeu- 
rynther is in position. Note progress ac- 
curately enough to be able to determine 
when the bag is expelled from the cervix, 
otherwise a serious amount of blood will 
balloon above it. 

When the bag is expelled the presenting 
part of the child should immediately en- 
gage the placenta against the cervix. If 
the head is high it may be forced down 
and delivered with forceps. 

Failing to engage the head properly, 
podalic version may be performed, and the 
— compressed with the thigh of the 
child. 

Should dilatation be insufficient when 
the bag is expelled, it may be reintroduced 
and a larger quantity of fluid injected 
into it. Twenty-four ounces will approx- 
imate the fetal head. 

Cesarean Section.—Davis“ considers 
placenta previa a variety of ectopic gesta- 
tion and justifies abdominal section on the 
same grounds as tubal and other varieties 
of pelvic and abdominal extra-uterine 
pregnancy. 

In abdominal section “uterine apoplexy” 
should be borne in mind, and when the 
uterine muscle shows this condition of 
blood infiltration, it is probably safest to 
do a hysterectomy. 

Cesarean section is a hospital proposi- 
tion limited to certain well selected cases. 
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When the cervix is undilated, the child liv- 
ing, the bleeding threatening, pains absent, 
and aseptic precautions can be instituted, 
Cesarean section is the operation of 
choice!, 
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THE APPLICATION OF PROTRACTED 
PROCTOCLYSIS IN THE TREAT- 
MENT OF ECLAMPSIA* 


By GEORGE MASSALON Murray, M.D., 
Atlanta, Ga. 


Proctoclysis, as defined, is drenching 
the rectum. Protracted proctoclysis is a 
more or less continuous rectal drenching, 
the inflow and the outflow of the irrigat- 
ing fluid being conducted by means of a 
suitable and selected rectal tube. _ 

The history of proctoclysis is too well 
known to dwell upon. 

By far the most satisfactory tube that 
I have employed is the one called “Kemp’s 

‘rectal irrigator,” or more familiarly 
known in general hospitals as “Kemp’s re- 
turn tube.” This tube is no doubt more 
or less familiar to you. It is due to the 
ingenuity of Dr. Robert Coleman Kemp, 
of New York City, that we have such a 
practical instrument for rectal irrigation. 
The tubes are made of hard rubber or 
metal, and in several different sizes, but 
conforming to one general pattern. The 
bore of the inflow is slightly less than that 
of the outflow. Such a tube can be read- 
ily procured from one of our well equipped 
instrument makers. The use of this tube 
is in no wise intended to conflict with the 
classical obstetrical or medical measures 
in the treatment of eclampsia; its use is 
simply a determined effort to secure elim- 


*Read before Fulton County Medical Society, 
Atlanta, Ga., March 16, 1916. 
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ination more promptly and more thor- 
oughly. 

Antepartum and parturient types of 
eclampsia should be converted into the 
postpartum type by Caesarean section, 
forceps, or other appropriate and advan- 
tageous obstetrical procedure; for, of 
course, with the prompt removal of the 
product of conception we advance our cu- 
rative treatment. 


PREPARATION 


If the patient is conscious, administer 
from 60 to 90 cc. of castor oil; or if un- 
conscious, or in coma, give oil of croton, 
one to three drops, in some bland oily me- 
dium. It may be necessary to introduce 
it into the stomach by means of the tube. 
As a rule, it is a good plan to give castor 
oil with a free hand throughout the con- 
dition and in convalescence as well. 

Preceding or following the preparatory 
catharsis, it would be well to flush the 
rectum and as much of the lower intesti- 
nal tract as can be reached by “high s. s. 
and g.” or saline enemata. This should 
be persisted in until a clear return flow 
is secured. The flushing by enemata re- 
moves the less fluid intestinal contents, 
fecal particles, and heavy slugs of mucus 
which otherwise would interfere with a 
free return flow, when the continuous 
proctoclysis is instituted. 


TECHNIQUE 


Elevate the foot of the bed to the height 
of two to three bricks (approximately 5 
to 8 inches). It will be found of advan- 
tage to have the patient naked in the bed, 
as she is continuously in hot wet blanket 
packs; for when diaphoresis is working to 
the limit, frequent and vigorous toweling 
is necessary. Therefore, this should be 
made as convenient as practicable. Dia- 
phoresis will be found almost as essential 
as diuresis for elimination. As a rule,, 
though, the action of diaphoresis in 
eclampsia lags behind diuresis. 

The most advantageous positions are 
left lateral prone (Sim’s), right lateral 
prone, and the supine or dorsal. In the 
dorsal position the thighs may be flexed 
or extended. The position of the patient 
should be changed every four or five hours 
to avoid hypostatic congestion and per- 
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haps a supervening pneumonia. The tube 
should be generously coated with some 
non-absorbable lubricant, as heavy vase- 
line, and inserted into the rectum as far 
as the flange or shoulder will permit. 


Anointing the tube, in a measure, pre- 
vents or limits maceration and soreness 
of the rectum and the anal margins, caused 
by the tubal pressure in the presence of 
so much moisture. Maceration higher up 
in the rectum, independent of pressure, 
may be caused by the too protracted reser- 
voiring of the irrigation fluid in the rec- 
tum and the lower intestinal tract. Mace- 
ration impairs, to a certain extent, the 
special property of the intestinal mucosa 
described by physiologists as “imbibition.” 
As a rule, though, -I continue the irriga- 
tion without interruption for from twen- 
ty-four to seventy-two hours, and occa- 
sionally, if indicated, allow rest periods. 
The rest periods have the effect of limit- 
ing maceration. 

Introduction of the tube from five to 
six inches into the rectum with a moder- 
ate degree of elevation of the pelvis or 
hips will give sufficient fall to the fluid 
reservoired in the rectum to insure a high 
irrigation. A pad of cotton batting should 
be placed about the protruding portion of 
the tube to protect the vulva and the soft 
parts from contact with the tube and at- 
tachments. A reservoir of generous ca- 
pacity elevated to the height of two to 
three feet above the level of the rectum 
is to be used as the irrigation reservoir. 

To the delivery end of the “Kemp tube” 
should be connected a piece of tubing of 
sufficient length to conduct the irrigating 
fluid from the rectal reservoir to a tub or 
suitable receptacle at the bedside. The 
distal end of the delivery tubing is to be 
kept slightly above the surface of the fluid 


_in the drainage receptacle, so that the ir- 


rigating fluid in draining away from the 
rectum will make a sound in falling when 
the flow outward is continuous and unin- 
terrupted. 

Cessation of the sound will serve as a 
warning that the outflow has ceased or 
has become diminished and that the rec- 
tum may be becoming unduly and unde- 
sirably distended, due to the partial or 
complete obstruction in the outlet tube or 
tubing. Do not become discouraged on 


account of the stoppage of the efflux, 
which at first may be more or less fre- 
quent. After the flow is once well estab- 
lished, trouble of this character is infre- 
quent. The contents of the upper portions 
of the intestinal tract, as they come down, 
are fluidified or made pultaceous in the 


‘rectal bath and pass away in the con- 


tinuous stream. This does not necessitate 
the removal of the tube for periodic fecal 
evacuations, and at the same time limits 
resorption that would occur if the rectal 
contents were evacuated only periodically. 

The bore of the outflow is one to two 
millimeters greater in diameter than that 
of the inflow. Therefore, it affords oppor- 
tunity for the more rapid drainage away 
from the rectum and the lower intestinal 
tract than the fluid is introduced, and per- 
mits only a limited accumulation of the 
irrigating fluid in the rectum,—an accu- 
mulation due mainly to the horizontal po- 
sition of the patient with elevation of the 
pelvis or hips. The intestinal absorption 
from the constantly freshened fluid in the 
rectal reservoir is by osmosis and imbibi- 
tion. Imbibition is, of course, a selective 
property of the intestinal mucosa, the spe- 
cific action of which practically nothing 
is known. 

After death or extensive damage to such 
a membrane, imbibition would play no 
part in the passage of solutions, as only 
living tissues possesses this property. 


TEMPERATURE OF THE IRRIGATING FLUID 


The temperature of the irrigating fluid 
should be maintained at from 105 to 120° 
F. Any desired degree of heat within this 
range may be maintained according to the 
indication and desire fgr heat stimulation 
in the individual case. The most satis- 
factory thermometer to use in tempering 
the fluid is that used by tanners and made 
to withstand great heat. 


NATURE OF THE IRRIGATING FLUID 


Kemp has shown by careful and pains- 
taking experiments that acute renal con- 
gestion can be diminished by using rectal 
injections or irrigations of normal saline 
or decinormal saline, and that diuresis 
may be caused as promptly as within from 
twenty to thirty minutes. And he has em- 
ployed a very simple and practical test to 
determine this. | 
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TEST 


Irrigating fluid, in the proportion of 5 
ce. of a 5% potassium ferrocyanid solu- 
tion to one liter of normal or decinormal 
saline solution, is introduced into the rec- 
tum by appropriate means, and every min- 
ute the urine is tested against ferric chlo- 
rid for a Prussian blue reaction. Kemp 
has also shown that specific kidney action 
can be obtained by enteroclysis, or injec- 
tions into the rectum, using normal saline, 
without raising the blood pressure. 

In the earlier course of the irrigation, 
employ the normal or the decinormal sa- 
line solution, and continue it until cathe- 
terization or voluntary voiding demon- 
strates the fact that the secretion of the 
urine is progressively increasing in vol- 
ume and improving in quality. 

With the establishment of moderately 
good urinary function, tap water at the 
temperature above mentioned will, in my 
opinion, serve about as satisfactorily as 
the normal or decinormal saline. In fact, 
I would prefer not to have saline absorp- 
tion continued beyond a period sufficient 
to establish a moderately good rate of se- 
cretion or improvement in quality. Should 
there be edema of the lungs, especially 
would I select plain tap water, and at the 
temperature specified. And I would be 
guarded in pushing the irrigation with 
such a condition existing. 

A close watch is to be kept on the vesi- 
cal output as to the volume and the qual- 
ity. At first catheterize the patient at 
more or less frequent intervals. Later, 
catheterize every six, eight or ten hours,— 
if not voiding voluntarily—or as fre- 
quently as desired. If any tendency to 
suppression is shown by marked diminu- 
tion in output, I would at once return to 
the normal or decinormal saline solution. 
Otherwise, I would continue the irrigation 
with plain tap water at the selected tem- 
perature. 


RATE OF THE FLOW 


In the earlier stage of the irrigation in 
order to maintain a rectum as clear as 
practicable of fecal particles,—which may 
be brought down by the persistent action 
of the preparatory catharsis or peristaltic 
action,—the current of the fluid inward 
and outward may be maintained at full 
force for as long a period as may be con- 


sidered desirable, or as long as may be re- 
quired to obtain a relatively clear return 
flow. Allowing this current to run full 
force, with the irrigation reservoir at an 
elevation of from two to three feet above 
the level of the fluid in the rectum, from 
seventy-two to eighty litres (roughly 18 
to 20 gallons) of the fluid could be passed 
through the rectal reservoir in an hour, 
or from 1,600 to 2,000 litres (approxi- 
mately 400 to 500 gallons) within a twen- 
ty-four hour period. Later in the irriga- 
tion stage the bore of the inlet tubing may 
be reduced by some clamping device so 
that the flow is not more rapid than from 
three to five drops per second; but neither 
rate causes an undesirable degree of rec- 
tal distention, as the outflow bore is always 
larger than the inflow. 


Of course, with such favorable signs 
as restoration or improvement of vision, 
return of consciousness and intelligence, 
loss of lividity, markedly lowered blood 
pressure, marked increase in the volume 
and improvement in the quality of the 
urine, disappearance of the headache, a 
skin that remains moist with moderate 
blanketing, etc., we would be less persist- 
ent in this measure, lengthening the rec- 
tal rest intervals and shortening the irri- 
gation periods,—but discontinuing it only 
when deemed advisable. With the return 
of consciousness, the patient should be 
encouraged to drink from 400 to 500 c.c. 
of water every two hours. In some cases 
it may be advisable to introduce the water 
at an elevated temperature into the stom- 
ach of an unconscious patient by means 
of the tube. 

The coefficient of absorption can al- 
ways be ascertained with a relative degree 
of accuracy by measuring the amount of 
the inflow and that of the outflow and mak- 
ing proper deduction. In this connection 
it would be well to state that venesection 
is to be employed at such times as it may 
be indicated. In the last fifteen or six- 
teen years the physiologists have given us 
nothing new on the subject of absorption 
of water by the gastro-intestinal tract. 

I believe that you will find this method 
simple and practicable. By means of it 


T have secured some very satisfactory and 


gratifying results; therefore, I feel that I 
may commend it to you for trial. 


Atlanta National Bank Building. 
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EYE, EAR, NOSE AND THROAT 


A REVIEW OF THE ETIOLOGY AND 
PATHOLOGY OF TRACHOMA.— 
DIFFERENTIATION FROM AL- 
LIED CONJUNCTIVAL 
CONDITIONS.* 


By J. MORRISON Ray, M.D., F.A.C.S., 
Louisville, Ky. 


As an introduction to what I have to 
say in this paper, I want to impress upon 
you the statement that such expressions 
as “granulated lids” and “granular con- 
junctivitis” are of no scientific value. 
These terms have been used to cloud diag- 
noses, as they may signify any form of 
conjunctival or lid disease to which the 
membranes of the eye are subjected. 
They convey no idea of a definite patho- 
logic entity to the ophthalmologist. While 
the term trachoma means a roughened ap- 
pearance of the conjunctiva, today we un- 
derstand by it a specific contagious form 
of conjunctivitis, extremely chronic, in 
character, lasting months and years, and 
when left untreated causing serious and 
often permanent impairment of vision,— 
not infrequently total blindness. 

Our present knowledge of trachoma be- 
gan with the epidemic of what was called 
at the time “Egyptian Ophthalmia,” which 
invaded Europe in the early years of the 
past century. Soldiers returning from the 
Egyptian campaign brought the disease 
with them and spread it broadcast. Fukala 
has shown that it actually existed in epi- 
demic form among the population of an- 
cient Greece and Rome and that Cicero 
(B. C. 106) suffered from the disease in 
a severe form. At the present time there 
seems to be no part of the world exempt 
from the disease. However, it has been 
shown that certain races and certain geo- 
graphical conditions offer a_ certain 
amount of immunity. Our ideas of its 
etiology and pathology first took concrete 
form from the work of Saemisch, who in 
1876 from an etiologic and pathologic 


*Read before Jefferson County Medical Society, 
Louisville, Ky. 


study demonstrated a distinct difference 
between trachoma, folliculosis and similar 
conditions. These researches commenc- 
ing more than thirty years ago have been 
prosecuted with zeal and energy; yet to- 
day there exists uncertainty on some 
points. Notwithstanding the many con- 
fusing’ and contradictory observations 
that have been made, the contagiousness 
of trachoma stands today clear and un- 
doubted. 

The nature of the infectious agent is 
the problem which unfortunately has never 
been solved. 

The first published observations on the 
microbial origin of trachoma were those 
of Hirschberg and Krause in 1881. These 
investigators announced that they had 
discovered a club-shaped organism in the 
secretion obtained during the acute stage 
of trachoma, but had failed in the chronic 
stage. At the present time it is well un- 
derstood that acute trachoma is due to an 
added infection and that uncomplicated 
trachoma is always of a chronic charac- 
ter. In Egypt, where the disease com- 
mences often in infancy and early child- 
hood, it occurs as an acute inflammation 
of the conjunctiva, largely purulent in 
character. Therefore the observations of 
Koch in that country in 1883, in which he 
found in the disease both the gonococcus 
and an organism now known as the Koch- 
Weeks bacillus, as well as many others, 
led to the statement that it was an asso- 
ciated venereal infection. Other observ- 
ers having found the gonococcus in the 
Egyptian epidemics, and, as in that coun- 
try children as young as two years con- 
tract the disease, its venereal origin was 
affirmed. 

McCallan, while verifying this finding, 
is of the opinion that it is a coincident, 
and only because of the excessive preva- 
lence of trachoma did they often find the 
added gonococcal infection. 

Following these observations of Koch, 
Sattler and Michel—working separately— 
thought they had found a coccus that was 
the causal agent, but their researches have 
not been confirmed. Muller in an exten- 
sive observation found the gonococcus, 
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Koch-Weeks bacillus, the Morax-Axenfeld 
bacillus, the pneumococcus and other cocci. 
In addition an organism which he desig- 
nated the trachoma bacillus Arnold Knapp 
and others trying to verify Muller’s ex- 
periments, came to the conclusion that 
this organism was similar to the influenza 
bacillus. 

Next, Noisewski brought forward a new 
specific agent. He denied the specific na- 
ture of the organisms of Hirschberg, Sat- 
tler, Michel and others, but said his dis- 
covery of a bacterium which he named 
“microsporon trachomatosam” was the in- 
fecting agent in true trachoma, and that 
he was able to reproduce the disease by 
inoculating with this organism. No one 
has verified these findings. 

In 1894 Fuchs, after a long series of 

observations, came to the conclusion that 
the ultimate origin of the disease was. gon- 
orrhea, or, in other words, that it was an 
attenuated gonorrheal infection, agreeing 
largely with the observation which I 
quoted as having been made by Koch in 
Egypt. 
In 1909, Halberstaedtler and Von Prow- 
azek, working on trachoma in Java, 
isolated, by using the Giemsa stain, fine 
red stained granules which coalesced and 
formed bodies which covered the nucleus 
of the cell like a cap. Prowazek consid- 
ered these parasitic, called them chlamy- 
dozoa, and claimed to have reproduced 
trachoma in the ourang-outang by inocu- 
lation with this parasite. Soon afterward 
-Greef verified these findings. Since that 
time a vast amount of literature has accu- 
mulated dealing with this organism and 
its significance in the diagnosis of tra- 
choma. Its value as the specific organism 
has been lessened by the fact that it has 
been found in non-gonorrheal blenorrhea 
in children and in the genital tract of both 
men and women. 

Yet the work of Noguchi and Cohen 
seems to prove it a factor in certain cases. 
For instance, they found it in 60% of the 
cases of typical trachoma. They did not 
find it a single time in folliculosis of the 
non-inflammatory type, and in 250 cases 
of folliculosis with secretion, the so-called 
follicular conjunctivitis, they found it nine 
times. Of these nine cases Cohen, who 
followed their course, says: “They were 
so-called border-line cases, cases in which 


clinical differentiation seemed impossible. 
Yet after two and one-half years not one 
of these presented any of the pathologic 
changes seen in trachoma, such as pannus 
and scar tissue.” He remarks that if tra- 
choma can exist in such a mild form that 
its evolution to complete cure takes place 
without cicatrization, pannus or other se- 
quellae, then our description of trachoma 
as considered by most ophthalmologists 
must be somewhat altered. 

The strongest laboratory evidence that 
the Prowazek bodies are not the specific 
organism in trachoma is the statement of 
McCallan that if the material containing 
these bodies be passed through a Berkfeld 
filter the bodies are no longer detected, 
yet the filtrate will still be found to be in- 
fectious. These organisms have been 
found not only in the follicle but in the 
deeper parts of the subepithelial tissue. 
Investigators have been able to inoculate 
only man and the higher species of mon- 
key with the trachoma virus. In this re- 
spect they agree with experiments made 
with the gonococcus. 

The conjunctiva or mucous membrane 
of the eye starts at the free edge of the 
lid where it is continuous with the skin. 
It lines the underside of the tarsus of each 
lid, being firmly attached to the fibrous 
covering of these eliptical plates. At the 
attached edge of the plates it becomes 
thrown into folds known as the cul-de-sac 
or retro-tarsal folds, thence it is reflected 
on to the sclera, being held to the latter by 
loose connective tissue. At the sclero-cor- 
neal margin it becomes firmly united and 
is continued on to the cornea, only as the 
epithelial layer of this tunic. Like all mu- 
cous membranes it is made up histologi- 
cally of an epithelial layer, a basement 
membrane, and a loose reticulum of con- 
nective tissue known as the sub-epithelial 
tissue or substantia propria. Scattered 
throughout this membrane are found a 
number of mucous glands for the purpose 
of moistening the surface. The substantia 
propria consists largely of adenoid con- 
nective tissue, in the meshes of which are 
found numerous lymphocytes, especially 
in the more superficial layers. These lym- 
phocytes are scarce in the new-born in- 
fant, but, as was shown by Bendz, as age 
advances they increase in number and 
eventually form aggregations of lymphoid 
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cells which, because of their similarity to 
the solitary follicles of the intestine, he 
called lymph follicles. They consist of 
lymphatic gland tissue, surrounded by a 
very thin capsule. They are found most 
abundantly in the retro-tarsal folds, next 
on the caruncle and semi-lunar fold, 


sparsely, and isolated one from the other © 


on the tarsus, and never noticeable on 
the bulbar conjunctiva except in conjuncti- 
val inflammation. In many healthy eyes 
where these follicles are not easily discov- 
ered, any condition that will produce con- 
junctival irritation or hyperemia will 
cause them to show up more prominently 
and often in great numbers. 

It has been universally acknowledged 
by physiologists who have investigated 
this membrane that as a result of bad hy- 
giene and local irritations or inflamma- 
tions and in certain systemic conditions, 
there is an increased development of this 
lymphoid tissue. Like those in the mu- 
cous membrane of the respiratory and ali- 
mentary tracts, they act as sentinels or 
protectors reacting to attacks of injurious 
agents of various-inids. Therefore, ac- 
cording to Ridley, Harman, Parsons and 
others, the so-called trachoma granule is 
the lymph follicle, modified by the action 
of the trachoma organism. 

Mayou says the follicle, when infected 
by trachoma, undergoes a distinct change 
from that found in follicular formations. 
As a result of the organism or its toxin a 
chronic infiltration takes place not only 
in the follicle but in the surrounding tis- 
sue. This infiltration, unlike that found 
in other forms of chronic conjunctivitis, 
is not limited to the layer lying directly 
beneath the epithelium, but spreads to the 
very deepest layer of the conjunctiva and 
even beyond, attacking the fibrous cover- 
ing of the tarsal plates. 

Harman thinks the great tendency to ex- 
cessive growth of stroma filled with large 
endothelial cells is a diagnostic point of 
great value. He says these changes stand 
out prominently and differ markedly from 
the changes found in any other affection 
of the conjunctiva. 

Parsons says the changes brought about 
in the follicles as a result of trachoma in- 
fection differs from what takes place in 
other conjunctival infections. The cell in- 
filtration is greater, the cells are larger, a 
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definite reticulum is formed, and numer- 
ous capillaries develop. The capsule be- 
comes thinner and often will be found 
ruptured. The epithelium is much thicker 
than in other chronic conjunctival condi- 
tions and the follicles instead of standing 
out from the surface with the epithelium 
dipping down between them as in folli- 
culosis, will be found pushed up from a 
bed of infiltrated tissue and the epithelium . 
on its summit will frequently be absent, 
leaving erosions or ulcerations. As a re- 
sult of these changes when the later stages | 
of the diseases are reached the sub-epi- 
thelial lymphoid tissue becomes replaced 
by fibrous tissue; and according to the 
law of all such tissue contracts and the 
white lines known as “Arlt’s streaks” ap- 
pear, characterizing the final or cicatricial 
stage. This destruction of the follicle by 
the trachoma organism or its toxin has its 
analogue in the guf, due to the action of 
the typhoid organism upon Peyer’s 
patches. The inflammation causes a de- 
posit of new connective tissue which in 
the healing process contracts, often nar- 
rows the gut, or leaves scar tissue. 

In regard to the changes found in the 
condition named by Saemisch folliculosis, 
Parsons says: “Since it is true that these 
follicles and the early stage trachoma fol- 
licle are essentially identical, little can be 
said of them histologica]ly. . Yet the sub- 
sequent changes are very different. These 
follicles. are normally present in school 
children; they are often associated with 
adenoid vegetation in the throat; they are 
excited by bad air, and by chemical and 
bacterial irritants. They are familiar in 
irritation from atropin, eserin and some- 
times from astringents.” The fact that 
they disappear without treatment and 
without leaving any pathologic change in 
the conjunctiva, proves fatal to the theory 
that they are the first stage of trachoma 
development. 

There is one other conjunctival condi- 
tion that in some respects suggests tracho- 
ma. That is what is called Spring catarrh 
or vernal conjunctivitis, a disease usu- 
ally found in the early Spring as soon as 
warm’ weather begins. It presents among 
its other symptoms frequently on the up- 
per lid a mass of tissue slightly suggestive 
of trachoma, but the burning sensation, 
or itching, its peculiar pale color, and the 
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fact that it subsides with cool weather in 
the Fall and entirely disappears, locally, 
to return with warm weather, excludes 
trachoma; and furthermore, it gets well 
without leaving a vestige of change in the 
conjunctival membrane. 

I have thus tersely reviewed the work 
that has been done in regard to the etio- 
logic factor in trachoma, and while we 
must admit that the specific organism has 
not been isolated, the efforts have not been 
entirely in vain. They go far to prove 
that trachoma is a distinct entity and that 
etiologic conditions are found in trachoma 
that do not exist in any other conjunctival 
disease. 

Next, the histologist and pathologist as- 
sert that while there are no radical dif- 
ferences in the changes in the follicle 
found in the inception of trachoma and 
folliculosis, due to the fact that the lymph 
follicle is the same in both, the later 
changes are characteristic and distinct. 

The clinical course followed by trachoma 
can be explained by the pathologic pic- 
ture present in the infected follicle. In 
other words, the follicle and the changes 
taking place in them originate both the 
histological and clinical features of the 
disease. 

No disease produces the great amount 
of thickening in the deep layers of the 
conjunctiva or the infiltration in the 
fibrous tissue making up the tarsal plates. 
No other disease so early and so consist- 
ently attacks the cornea in so characteris- 
tic a manner. 

Clinically, a careful study of the local 
appearance will-in a very short time en- 
able the properly trained observer to 
make a differentiation. He should bear in 
mind the fact that in folliculosis the en- 
largements stand out more prominently 
from the conjunctiva, that they are more 
superficially placed, that the surrounding 
conjunctiva is not infiltrated or thickened, 
and that the lids are soft and pliable and 
do not droop. 

Many facts are involved in a clinical 
study of trachoma that throw much light 
upon its etiology and pathology. For in- 
stance, we very rarely see the disease in 
childhood except in families where adult 
members are suffering from the same 
condition, or in institutions where the dis- 


ease has at one time been overlooked or 
neglected. 

Folliculosis may last a long time in chil- 
dren without causing discomfort or an- 
noyance. Trachoma gives rise to discom- 
fort very early in its inception. Evers- 
bach, in his work on “Eye Disease in Chil- 
dren,” says that after trachoma infection 
in children within one year pannus is al- 
most sure to develop. 

It has been shown that certain local 
conditions in the conjunctiva must obtain 
before infection will be brought about. 
In other words, many seem for a long time 
immune. I can recall the case of a phy- 
sician who married a young woman suf- 
fering from trachoma. They lived to- 
gether for fifteen years before he con- 
tracted the disease. During this time she 
suffered many acute infections with much 
secretion. ' They used the same wash 
basin, same linen and oftentimes the same 
handkerchief or other articles liable to 
carry the infection. Whatever may be 
the shortcomings of the modern text-books 
on ophthalmology, in their description of 
the clinical appearances of trachoma and 
follicular conditions they are practically 
unanimous in the . ‘sertion that the two 
conditions are distinct. Boldt says that 
“there are many upholders of the unita- 
rian theory of these diseases among mili- 
tary surgeons, health examiners and school 
inspectors who have had no experience 
in treating trachoma, while the great ma- 
jority of ophthalmologists maintain the 
dual nature of the conditions.” 

Since the systematic inspection at the 
port of entry of immigrants has become a 
law, and more recently the medical inspec- 
tion of school children has been under- 
taken, added interest in the proper diag- 
nosis of trachoma has come to the front. 
If it were true that follicular disease and 
trachoma were identical, that is, that the 
latter was a later stage of the former, it 
seems hardly possible that among the 
number of cases of follicular disease that 
for many years have been under my ob- 
servation in clinic, in private practice and 
in eelemosynary institutions where they 
were watched and often no treatment was 
carried out, but that trachoma and its se- 
quelle would be found. On the other hand, 
I have never seen a case in which the di- 
agnosis of folliculosis was made later 


‘ 

1 

3 = : 


836 SOUTHERN 
evolve into trachoma. Axenfeld maintains 
that if close clinical observation amounts 
to anything, it must refute the statement 
that any chronic conjunctival irritation 
may relapse into trachoma. 

Atherton Building. 


TREATMENT OF TRACHOMA* 


By T. AYNESWORTH, 
M.D., F.A.C.S., 
Waco, Tex. 


Among eye afflictions trachoma ranks 
high both as to the number of its victims 
and its seriousness. The victims of tra- 
choma, with the rough lids, poor sight, al- 
tered and deformed appearance, painful 
and congested eyes, inturned eye lashes, 
etc., are indeed to be pitied. As all know, 
one of the chief difficulties encountered in 
the proper management of this condition 
lies in the fact that its onset is often so 
insidious that serious damage has fre- 
quently resulted before the patient is in- 
duced to consult a competent oculist. 

Trachoma is a very old disease and is 
found among all peoples, though more in 
some than others. The United States has 
taken strict measures to prevent foreign- 
ers so affiicted from landing on its shores, 
but doubtless many succeed in one or an- 
other way in eluding the vigilance of the 
Government. Within our own population 
the Indians are especially liable to tra- 
choma. Among 39,231 examined, 22.7% 
were found affected. The percentage was 
highest in Oklahoma, 68.7%, and lowest 
in New York, 0.2%. In Oklahoma, 25% 
of the white school children are reported 
to have trachoma, owing in part at least 
to its wide prevalence amongst the In- 
dians. In the mountains of Eastern Ken- 
tucky, in a district composed of seven 
counties, at least 12.5% of the population 
are estimated by Stucky to be so afflicted. 
Quite a large number in our own state 
of Texas have it, but the exact number 
or percentage is not known. On the other 
hand, some sections of the United States 
seem to be practically free of trachoma; 
so much so that cases are rarely seen even 
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in a large practice. The Negro seems to 
be practically immune. I do not recall 
having seen a case in the Negro race. It 
should be a comparatively easy matter to 
get the exact percentage of school children 
suffering from trachoma, since systematic 
inspection by supposedly qualified men has 
come so largely into vogue in all of our 
cities. In speaking of the prevalence of 
trachoma, the writer considers this the 
proper place to discuss briefly the confu- 
sion that seems to exist between the diag- 
nosis of trachoma on the one hand and 
several other diseases, especially follicular 
conjunctivitis and vernal conjunctivitis, 
or Spring catarrh, on the other. 


With reference to follicular conjuncti- 
vitis, it is the writer’s opinion that many, 
if not most, of the cases diagnosed as tra- 
choma in school children are not trachoma 
at all, but follicular conjunctivitis. If this 
be true, the number of school children suf- 
fering from genuine trachoma is small as 
compared to the number usually given. 
In adults the two diseases are doubtless 
rarely confused. A conjunctival trouble 
that gets well under simple measures, in- 
cluding expression, should not be called 
trachoma. The latter is not so easily han- 
dled. The writer has seen several cases 
of vernal conjunctivitis, so diagnosed by 
him, that have been called trachoma by 
others, and he is inclined to think that 
this mistake is more frequently made than 
is usually supposed. As to the diagnosis 
“granulated lids’ that so many carry 
around with them, which is nothing more 
than eyestrain, irritation from occupation, 
exposure, etc., no one belonging to this 
Association should ever be guilty of mak- 
ing it, or if he has been so guilty in the 
past he should at once ask forgiveness 
from the patients he has so wronged and 
deceived. 

The early recognition and proper treat- 
ment of trachoma can not be too strongly 
stressed, since probably 75% of untreated 
or improperly treated cases will lead to 
damaged eyesight, while many other cases 
are so malignant from the beginning that 
even under any but the most radical treat- 
ment they will go on to greatly impaired 
vision or perhaps to practical blindness. 


Writers divide trachoma into the gran- 
ular and the papillary forms. These are 
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again subsidivided into the acute, subacute 
and chronic. The types are often mixed 
and the stages pass insensibly from one 
into the other. Outside infection is the 
rule. In a general way the granular form 
more nearly approaches the benignness 
of follicular conjunctivitis, and is more 
amenable to simple measures, such as 
astringent lotions, improved hygiene and 
health, expression, glasses, etc. The papil- 
lary form is by far the more severe and 
causes most of the serious complications 
of trachoma such as trichiasis, entropion 
and other lid changes, pannus, corneal ul- 
cers and loss of sight. It is the truly ma- 
lignant kind so far as the sight is con- 
cerned. The acute stage is probably in 
most, if not all, cases complicated with 
other infection to produce the free dis- 
charge, etc. This is probably best treated 
by silver nitrate, 1 to 2%, applied to the 
everted lids once a day, with argyrol and 
other measures with which all are fa- 
miliar. Atropin, dionin and hot applica- 
tions are added if corneal ulcers, iritis or 
pannus supervene. The above treatment 
is continued till the acute stage is passed 
and the free discharge stopped. The 
writer does not believe in operating in the 
presence of much discharge and severe 
complications when the above line of treat- 
ment is effective, and in his experience it 
is practically always so. To do the radical 
Kuhnt-Heisrath operation during the ac- 
ute stage will generally aggravate any ex- 
ren iritis or corneal ulcer, especially the 
atter. 


In the subacute stage, if one is to con- 
tinue to rely upon medical measures, the 
treatment remains much the same, de- 
pending upon the nature of the complica- 
tions present. Here one changes grad- 
ually or not, to the time-proven copper 
sulphate stick or one of its substitutes. This 
is applied daily or every other day, any ex- 
isting complications appropriately treat- 
ed, and some eye lotion, preferably con- 
taining zine sulphate, ordered for home 
use. 


In the chronic stage the copper or its 
substitute is continued till both patient 
and doctor are tired out or until a cure is 
effected. Acute exacerbations are treated 
as in the acute stage. The unsatisfactory 
results and the necessarily prolonged 
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course of the above line of treatment have 
gradually impressed themselves upon the 
profession until now it has come to be 
pretty generally recognized that trachoma 
is a surgical disease and should be so 
treated. The fact that some cases will get 
well under medical treatment does not in- 
validate the above any more than the fact 
that because some cases of appendicitis 
get well without operation appendicitis 
has not nevertheless ceased to be recog- 
nized as a strictly surgical disease. Of 
course, in making this statement one must 
draw a sharp distinction between tra- 
choma, follicular conjunctivitis and other 
conditions with which it is often con- 
founded. The diseases with which it is 
confounded may or may not be surgical. 
We have seen that follicular conjunctivitis 
may fail to clear up unless expression is 
employed. The more nearly that tra- 
choma resembles follicular conjunctivitis, 
i. e., the granular form, the more easily 
and readily cured it is by such simple 
measures as expression, gratage, etc. One 
simple procedure, if it may be called sim- 
ple, that is good in all forms of trachoma 
is multiple scarifications followed by vig- 
orous rubbing in of bichlorid of mercury, 
1 to 500, as practiced by many surgeons. 


The more the papillary form predomi- 
nates the more radical will the surgical 
measures employed have to be. In the 
chronic stage, with thick tarsus, hyper- 
trophied, rough conjunctiva and pannus 
we have an ideal condition for surgical 
intervention. Also the same is true in the 
complications of trichiasis and entropion 
and their resulting complications. It is 
not the writer’s desire to take up your 
time in reviewing the various surgical pro- 
cedures advanced for the cure of tracho- 
ma, as all of you are doubtless familiar 
with them. Rather he desires to direct 
your special attention to the one opera- 
tion that above all others deserves ex- 
tended trial in the hands of all ophthal- 
mologists having many cases of real tra- 
choma to treat. He refers to the Kuhnt- 
Heisrath combined tarsal resection. 


In modern times Benedict, in 1822, 
seems to have been the first surgically to 
remove the superior fornix for the cure 
of trachoma. Galezowski, in 1874, fol- 
lowed him by boldly excising the upper re- 
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trotarsal folds. Heisrath, of Koenigsberg, 
in 1882, proposed to combine removal of 
the superior fornix with resection of the 
adjoining tarsus. Vossius and Kuhnt have 
taken up the work and elaborated the de- 
tails and indications. There have been 
many others to follow the lead thus made, 
but the procedure has never by far re- 
ceived that popularity which its intrinsic 
worth justly merits. In the United States 
this method of treatment has not been 
widely recommended. However, such men 
as Casey Wood, Brawley, Wootton, Crig- 
ler and others have called the attention 
of the profession to the very great value 
of this operation. In Texas, Thompson, 
of Fort Worth, has done more to popular- 
ize this method than any other man in the 
State. In the writer’s opinion there should 
be many more enlisted in the cause so 
that finally every up-to-date ophthalmolo- 
gist should fully appreciate the merits and 
make full use of this operative procedure 
where indicated. There has not been a 
full and correctly formed appreciation of 
the indications. Neither does the writer 
presume to be able to add much to what 
has been written already on the subject. 
One thing is very sure, the old cases with 
thick, rough conjunctival surfaces, pan- 
nus, thick tarsal cartilages will yield al- 
most like magic. In the treatment of that 
most distressing complication of trachoma, 
trichiasis and entropion, this operation 
properly performed is incomparably good. 
The worse the tropion and trichiasis the 
more radical should be the operation. In 
the worst cases one should leave very lit- 
tle of the lower tarsal border, i. e., a very 
narrow margin only is left. The writer 
presumes that all are familiar with the 
steps of this operation, hence only some 
of the special features in it will be re- 
viewed and stressed. If only one eye 
is to be operated upon it can be done 
under local anesthesia in suitable cases. 
If both eyes are involved general an- 
esthesia will be necessary. Special for- 
ceps to evert the upper lid facilitate the 
operation. The first incision is made 
above the diseased area regardless of 
whether this corresponds to the upper bor- 
der of the tarsus or not. The bulbar con- 
junctiva is now undermined for several 
millimeters and from three to five double- 
armed sutures are passed. In making the 


lower incision (upper, on the everted lid) 
the middle portion should curve upward 
very slightly, to give added support to the 
lid border to preserve its natural curve. 
This incision at all times is placed below 
(above, in the everted lid) the subtarsal 
sulcus, which is unduly exaggerated in 
practically all old trachomatous cases. If 
this precaution is not observed the condi- 
tion and position of the lid and its border 
will be found in many cases not to be mate- 
rially improved. If the operation has 
been properly performed the free border 
of a formerly greatly in-turned upper lid 
will be found to be everted to almost any 
extent desired by the operator. Thereby, 
of course, the eye is relieved not only of 
most of the disease-bearing area, but also 
of the irritation produced by the rough- 
ened lid and the in-turned lid border with 
its lashes. The pannus and all other com- 
plications as a rule speedily improve. It 
will be found rarely necessary to operate 
upon the lower eye lid. Sometimes one 
will be called upon to remove the plica 
semilunaris and also the tear sac on ac- 
count of disease, as their presence tends to 
favor repeated recurrence. These meas- 
ures will evidently rarely be found neces- 
sary. 

i to the advisability of this operation 
in acute cases, opinion seems to be almost 
unanimously against it. The writer’s ex- 
perience here is small, but he feels that, in 
spite of the opinion of many to the con- 
trary, it has a decided place in acute tra- 
choma of the papillary variety. Wootton 
unhesitatingly urges the operation under 
such conditions. However, the usual 
treatment as outlined above should be 
given a full opportunity. This failing, op- 
erative measures may then be -urgently 
advised and amongst such the combined 
tarsal resection easily takes first place. 

In conclusion, the real objects of this 
brief paper have been to stress two or 
three points,—namely, the differentiation 
between follicular conjunctivitis and tra- 
choma, the surgical treatment of tracho- 
ma, and if surgery is employed let the 
measures be radical. It has seemed to the 
writer that the confusion existing be- 
tween follicular conjunctivitis and tra- 
choma is very widespread and that many 
of our best men are uncertain in the mat- 
ter. No other conclusion is possible when 
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one reads of their wonderful cures under 
this or that simple surgical procedure. 
Also the idea prevailing that so many of 
our children in school have trachoma 
arises without doubt from this same con- 
fusion. The writer has had ample oppor- 
tunity to examine many cases so diag- 
nosed that were not trachoma at all, but 
follicular conjunctivitis. A wrong diag- 
nosis of this kind is a real handicap and 
burden in many ways, both to the child 
and to the parent, and therefore should 
not be made. When real trachoma ex- 
ists, however, they should be frankly told 
and it should be impressed upon them that 
the disease is a very serious one and that 
radical measures may have to be employed 
to effect a cure, if indeed a cure is possible 
in the particular case. This, of course, 
will depend upon the many conditions sur- 
rounding the case. 


DIPHTHERIA INVOLVING THE SI- 
NUSES, MASTOID, AND MID- 
DLE EAR* 


By FRANK VINSONHALER, M.D., 
Little Rock, Ark. 


The infection of the sinuses in diph- 
theria occurs always secondarily: to the 
diphtheritic involvement of the nasal mu- 
cous membrane, extension taking place 
through the natural openings. The in- 
volvement of the sinuses is signalized by 
no unusual symptoms aside from pain, 
rise in temperature and ordinary function 
of sinus involvement. 

In many cases of nasal diphtheria there 
is an absence of the membrane, and noth- 
ing in the appearance of the tissues to jus- 
tify the suspicion of diphtheria. 

Hajek has recorded cases of scarlatina 
in which the infection took place through 
the blood vessels and the lymphatics and 
through the openings in the sinuses. 

Diphtheritic involvement of the sinuses 
is not common or at least it has not been 
mentioned often in the medical literature. 
Pierce, who is authority for this state- 
ment, says that it is by no means uncom- 
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mon in nasal diphtheria. Most cases of 
nasal diphtheria occur in children in whom 
the sinuses are not fully developed. The 
infrequency of sinus involvement can be 
easily understood in nasal diphtheria, as 
the inflammatory process differs from the 
faucial form in that the temperature is 
lower and the toxic manifestations less 
profound. 


Otitis media as a complication of diph- 
theria is uncommon. The writer had the 
opportunity of seeing during pre-antitoxin 
days the most virulent types of this dis- 
ease in Which the mortality rate was 33%, 
and did not see a single otitis case in over 
one hundred. The report of a case, there- 
fore, in which otitis media complicated 
nasal diphtheria, possesses more than ordi- 
nary interest. 


The case was one of rhinitis diagnosed la 
grippe and treated as such, At no time was the 
membrane visible in the nose nor was there 
much discharge. The symptoms were those of a 
rhinitis of moderate severity with afternoon tem- 
perature of 99.5° and morning temperature 
slightly subnormal. Otitis media occurred sud- 
denly in the left ear without warning. The tem- 
perature rose to 101.5° in the afternoon; the mem- 
brane tympani ruptured; a rather profuse dis- 
charge began; and symptoms of toxemia, weak- 
ness, and lumbar pain came on. 

A culture of the aar was made with the pur- 
pose of preparing an autogenous vaccine under 
belief that it was still la grippe. The presence 
of the Klebs-Loeffler bacillus was discovered. 
There was no swelling of the submaxillary or 
cervical glands at any time. Antitoxin was at 
once given. Temperature fell to normal in thirty- 
six hours and discharge from the ear ceased in 
five days. A piece of the diphtheritic membrane 
came away from the lower posterior quadrant of 
the drum and the adjacent meatus. This mem- 
brane was present about six days. Fortunately 
there was no labyrinthine involvement. The 
perforation healed in the drum and hearing was 
restored to 10/20, an unusual result in these 
cases where marked impairment is the rule. Re- 
peated examination of the nose and throat by 
cultures failed after one week to reveal the diph- 
theritic bacillus. 


It is my purpose to report the involve- 
ment of the maxillary and frontal sinuses, 
possibly diphtheritic, and the involvement 
of the middle ear following rapidly. The 
patient was one in whom a double mas- 
toid operation had been done eight years 
before with the obliteration of the sig- 
moid sinus. There was a complete resec- 
tion of the jugular vein on the right side. 
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This added to the gravity of the case, and 
especially the sinus involvement of the 
middle ear and mastoid trouble which oc- 
curred on the left side. 


The patient was a woman, white, married 
and in good physical condition. She had been 
treated for several weeks by her family physi- 


cian for la grippe, the principal symptom being . 


subacute laryngitis, which proved very obstinate 
to treatment. Bacteriological examination re- 
vealed nothing but the presence of the pneumo- 
coccus. She was referred to me on account of 
the pain on the left side over the antrum and 
brow. The temperature was 99.2°. Examination 
revealed infection of the left antrum. There was 
a copious discharge, muco-purulent in character. 
There was nothing unusual in the appearance of 
the nose excepting the usual swelling accompany- 
ing a disease of the antrum. The maxillary 
chamber was washed with a solution of sterile 
normal salt and the patient was put to bed. The 
temperature was ranging from 99 to 101°. Thir- 
ty-six hours later there was involvement of the 
left frontal sinus, necessitating the removal of 
the anterior tip of the middle turbinate. Wash- 
ing the frontal sinus gave relief from the pain. 
Following this procedure, the next night the pa- 
tient was seized with pain in the ear. This was 
believed by the nurse to be due to the frontal si- 
nus trouble and I did not see the patient until six 
hours later, when there was considerable pain. 
When I saw her I thought best to incise the drum 
freely under nitrous oxid. Notwithstanding the 
freedom of drainage obtained by the incision, the 
involvement of the antrum and the adjacent bony 
structures made it necessary to open the mastoid 
two days later. At the time of the incision 
through the drum it was believed that the infec- 
tion had occurred through the eustachian tube 
from the solution used in washing out the sinus. 
The conditon was now serious. The temperature 
was 104° and the condition was one of profound 
toxemia and depression. 


Bacteriological examination of the discharge of 
the ear was made with a view to obtaining an 
autogenous vaccine. The bacteriologist reported 
the presence of diphtheritic bacilli, and at the 
time of the mastoid operation 10,000 units of anti- 
toxin were injected. The opening in the mas- 
toid revealed infection of the antrum and involve- 
ment of the adjacent bone and periosteum. There 
was no membrane to be seen in the ear or mas- 


toid. Sixteen hours after the operation and in- 
jection of the antitoxin, the toxic condition began 
to pass away; the temperature became normal; 
and the general condition began to improve. And 
in four days after the antitoxin the discharge 
from the sinus had ceased. The subsequent his- 
tory of the case became that of ordinary mastoid 
operation. 

A bacteriological examination made after seven 
days showed no evidence of the diphtheritic ba- 
cilli. This was repeated every two weeks with 
a view to determining any possible reappearance 
of the diphtheritic bacilli. 


Such cases have been reported by the 
Board of Health. My purpose for report- 
ing this case is to call attention to the 
possibility of latent nasal diphtheria 
which is especially dangerous because it 
is difficult to recognize. Also I wish to 
emphasize the advisability of frequent ex- 
aminations of the nasal secretions of the 
cases in which the diagnosis is not clear. 


DISCUSSION 


Dr. W. T. Patton, New Orleans, La.—I want to 
cite one case that I had of a mastoid condition, 
which I operated upon for secondary simple mas- 
toiditis. The case had been previously operated 
upon three times, but could never be made to 
heal. When it fell into my hands, I did a com- 
plete radical mastoid operation; went over it 
carefully; and was particularly careful to get 
everything out. In fact, I went so far even as 
to take a chance on getting the facial nerve, 
The wound healed nicely, and I was congratulat- 
ing myself when the patient came back again, 
three or four weeks afterward. It was breaking 
down again. I decided to try vaccine. I sent to 
the laboratory a culture from which to make a 
vaccine. .The report came back, “Pure culture 
Klebs-Loeffler bacillus.” Now the pseudo-bacillus i¢ 
very common in those conditions, but the true 
diphtheria bacillus is rather unusual. I had the 
vaccine made and after giving six injections the 
wound healed nicely. I was much pleased; but 
about a year later the patient returned again, 
and it was breaking down. I had several exam- 
inations made for diphtheria, which were all 
negative, but after careful search I found a tu- 
berculous infection. However, I think she is im- 
proving again. 
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EDITORIAL DEPARTMENT 
ATLANTA PREPAREDNESS 


The “Atlanta spirit” is proverbial. It 
means that regardless of all personal dif- 
ferences the citizens of that great City all 
work together on any proposition that is 
for the good of Atlanta. The “Atlanta 
spirit” was in evidence at Dallas last No- 
vember, when the representatives of Geor- 
gia’s Capital City won, over a number of 
strongly competing cities, the 1916 Meet- 
ing of the Southern Medical Association. 
The “Atlanta spirit’ is still in evidence in 
the preparations for the great medical con- 
vention to be held there next November, 
when the physicians of that City propose 
to prove that Atlanta deserves her reputa- 
tion as a great convention city. The phy- 
sicians of Atlanta are being ably assisted 
in their arrangements by a really great 
diplomat and convention specialist, Mr. 
Fred Houser, who was everywhere all the 


time at the Dallas Meeting. 


Atlanta’s big Auditorium-Armory has 
been given over to the doctors. All four 
sections can hold their meetings in the 
building at the same time. The Audito- 
rium-Armory is located near the principal 
hospitals and the Atlanta Medical School 
in which clinics will be held every morning 
from 8 to 10, at which time the various 
section meetings will convene each day. 
The Atlanta committee has generously 
given the clinic hours from Monday to 
Thursday to distinguished clinicians from 
the sixteen Southern States; but on Fri- 
day and Saturday the physicians of At- 
lantta, who are connected with the various 
hospitals and sanitoria, and the Faculty of 
the Atlanta Medical College will hold clin- 
ics complimentary to the visiting doctors. 

The programs for the four section meet- 
ings and the Railway Surgeons have been 
practically completed and all of the sixteen 
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Southern States are well represented. The 
Atlanta meeting, with its clinics added to 
the regular reading and discussion of pa- 
pers, will give, without expense other 
than railroad fare and hotel accommoda- 
tions, a week of the best post-graduate 


work ever offered to the medical profes- 


sion of the states represented in the South- 
ern Medical Association. The physician 
who goes to Atlanta, whether specialist or 
general practitioner, will find that the 
South has as great clinicians and as able 
men in all lines of work as any region of 
any country of the world. 


All railroads east of the Mississippi 
River (comprising the Southeastern Pas- 
senger Association) have already granted 
reduced rates. In our next issue we hope 
to announce that railroads west of the 
Mississippi have done likewise. 


We publish below the names of the At- 
lanta committees thinking that members 
of the Association may desire to write for 
information regarding the details for the 
meeting: 


General Chairman, Dr. Stewart R. Roberts, 
Candler Building. 
Finance, Dr. F. P. Calhoun, Candler Bldg. 
Clinics, Dr. W. S. Elkin, Candler Bldg. 
Membership, Dr. M. L. Boyd, Candler Bldg. 
Alumni, Dr. C. W. Strickler, Candler Bldg. 
Reception, Dr. F. K. Boland, Candler Bldg. 
Publicity, Dr. E. C. Thrash, Candler Bldg. 
Health Lectures, Dr. Marion McH. Hull, Grant 


Bldg. 

Meeting Places, Dr. H. R. Donaldson, Grant 
Bldg. 

Hotels, Dr. G. Pope Huguley, Atlanta National 
Bank Bldg. 


Badges, Dr. J. E. Paullin, Peters Bldg. 

Lights, Dr. J. S. Derr, Hurt Bldg. 

Medical Section, Dr. J. H. Hines, Candler Bldg. 

Surgical Section, Dr. James N. Ellis, Fourth Na- 
tional Bank Bldg. 

Public Health, Dr. C. A. Smith, City Hall. 

Ophthalmology, Dr. R. R. Daly, Empire Life Bldg. 

Railway Surgeons, Dr. T. H. Hancock, 30 Crew 
Street. 

Transportation, Dr. L. B. Clark, Peters Bldg. 

Ladies Reception, Mrs. W. S. Elkin. 
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POLIOMYELITIS 


Owing to the widespread attention that 


is now being paid to the subject of infan- 
tile paralysis, and because of our meagre 
knowledge of its prevention, we believe 


our readers will be interested in the fol- 
lowing extracts from a circular issued 
by the Department of Health of the City 
of New York: 


“Infantile paralysis (poliomyelitis) is a catching 
disease. How it is spread is not yet definitely 
known. In most cases the disease is probably 
taken directly from a sick person, but it may be 
spread indirectly through a third person who has 
been taking care of the patient, or children who 
have been living in the same household. 

“The early symptoms are usually fever, weak- 
ness, fretfulness or irritability, and vomiting. 
There may or may not be acute pain at this time. 
Later, there is pain in the neck, back, arms or 
legs, with great weakness. If paralysis is to oc- 
cur, it usually appears from the second to the fifth 
day after the sickness begins. Many cases do not 
go on to paralysis. 


“The germ of the disease is present in dis- 
charges from the nose, throat, and bowels of those 
ill with infantile paralysis, even in the cases that 
do not go on to paralysis. It may also be present 
in the nose and throat of healthy children from 
the same family. Do not let your children play 
with children who have just been sick or who 
have or recently have had colds, Summer com- 
plaint, etc. For this reason children from a fam- 
ily in which there is a case of infantile paralysis 
are forbidden to leave their home. If you hear of 
their doing so, report it at once to the Department 
of Health. 

“Persons over 16 years of age, from families 
where there are cases of poliomyelitis, may con- 
tinue at work unless their business has to do 
with the preparation or handling of food or drink 
for sale. 

“Tf you hear of a case in your neighborhood and 
the house is not placarded, notify the Department 
of Health. 

HOW TO GUARD AGAINST THE DISEASE 

“In order to prevent the occurrence of this dis- 
ease, parents should observe the following rules: 

“Keep your house or apartment absolutely 
clean. 

“Go over all woodwork daily with a damp cloth. 

“Sweep floors only after they have been sprink- 
led with sawdust, old tea leaves, or bits of news- 
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paper which have been thoroughly dampened. 
Never allow dry sweeping. 

“Screen your windows against flies, and kill all 
flies in the house. 

“Do not allow garbage to accumulate, and keep 
pail closely covered. 

“Do not allow refuse of any kind to remain in 
your rooms. 

“Kill all forms of vermin, such as bedbugs, 
roaches, and body lice. 

“Pay special attention to bodily cleanliness. 
Give the children a bath every day and see that 
all clothing which comes into contact with tie 
skin is clean. 

“Keep your children by themselves as much as 
possible. Do not allow them to visit moving pic- 
ture shows or other places where children may 
gather. 

“Children should not be kept in the house; they 
should be outdoors as much as possible, but not in 
active contact with other children of the n2igh- 
borhood. Do not take them on a street car, unless 
absolutely necessary, or shopping. 

“Do not allow your children to be kissed. 

“It is perfectly safe to let your children go to 
the parks and playgrounds if only two or three of 
them play together; they should not play in large 
groups, and you should not let them come into 
contact with children from other parts of the City. 

“Remember that children need fresh air in the 
Summertime and outdoor life is one of the best 
ways to avoid disease. 

“If there is a public shower bath in a school in 
your vicinity, send the older children there every 
day for a shower bath. This is perfectly safe aud 
will help keep them in good health. 

“Give your children plain, wholesome food, in- 
cluding plenty of milk and vegetables. 

“Keep the milk clean, covered, and cold. 

“Do not allow the milk or any other food to be 
exposed where flies may alight upon it. 

“Wash well all food that is to be eaten raw.” 


It is hoped that the above will furnish a 
basis for advice to be given persons con- 
templating trips East with young children, 
and also to those in communities in the 
South where poliomyelitis is known to be 
present. 


THE PATENT MEDICINE EVIL 


The patent medicine trade is a criminal 
industry ; it traffics in human health, even 
human life. It exploits sickness and suf- 
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fering for the sake of gain. Some of these 
nostrums are the most vicious products 
of our age. They promise cures for in- 
curable diseases; they cost lives by stand- 
ing in the way of proper treatment; they 
create drug fiends. The claims of tonics, 
pills, balms, drops, are flaunted % the 
pages of reputable newspapers and maga- 
zines to the undoing of thousands of the 
poor and the unfortunate. The tired busi- 
ness man, run down from long hours, buys 
a “tonic;” the working girl carries “tab- 
lets” in her bag—“‘‘one every four hours ;” 
the society dame in her limousine takes 
obesity pills; the unfortunate youth swal- 
lows the nauseous draught to restore “lost 
manhood ;” and the manufacturer builds 
palatial palaces and gives a million now 
and then to his pet philanthropy. 

Equally criminal are the quacks and 
fakers. They are guilty by trick and de- 
vice of extortion, blackmail and grand lar- 
ceny. The “permanent and painless cure 
for cancer,” the instantaneous method of 
cure for rupture,” the “treatment through 
the eye of consumption, fits, paralysis, 
Bright’s disease and heart trouble” bear 
on their face the lying deceit and quack- 
ery of their authors. But these and many 
others of the same ilk flourish like the 
green bay tree of the Psalmist. 

To quote from a recent article on pat- 
ents, “Surely, it is a depressing spectacle 
to contemplate, because it means, for the 
most part, just this, —common, century- 
old stupidity. The apparently well-in- 
formed man who swallows a pill about 
which he knows nothing for a condition 
about which he knows less, is simply stu- 
pid.” 

But whether credulity, ignorance or stu- 
pidity, it is the duty of the health officer 
to run down the quack; to expose the 
fraudulency of these cheap concoctions, 
generally salts, starch, soap, sugar, alco- 
hol, etc., and to give publicity to the meth- 
ods, devices and absurd claims of the mail 
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order “institute” and the “medical” pro- 
fessor. 

Eight states, of which Louisiana is one, 
have adopted the Printers Ink Bill ver- 
batim, and twelve with some modifica- 
tions. It provides that any person or or- 
ganization making false statements in ad- 
vertising goods for sale is guilty of a mis- 
demeanor. No law of recent years is more 
beneficent in intent and of greater value 
in the production of the health and lives 
of the people. Millions of dollars are 
spent every year for nostrums; millions 
of the poor are cheated and deceived. It 
is the obligation of physician, and layman 
alike, to join forces against this nefarious 
traffic. 


JOHN BENJAMIN MURPHY 


As the JOURNAL is about to go to press, 
news comes of the death of John B. Mur- 
phy, of Chicago. The particulars are not 
stated. What that means to surgery, to 
the world! Murphy the surgeon, Murphy 
the genius, Murphy the teacher, Murphy 
the author, Murphy the leader of men,— 
in each line supreme! 

A prolific writer, no surgeon in America 
has ever attracted such wide attention 
abroad as he. His work on lung compres- 
sion by nitrogen for pulmonary tubercu- 
losis, his saline drip method of procto- 
clysis, his work on appendicitis, his mas- 
terful contributions to bone and intestinal 
surgery, and dozens of other original 
pieces of work, have won for him a lasting 
place in surgery. 

If there ever was a clearer, more force- 
ful or more logical teacher than he, it has 
certainly not been our good forune to meet 
him. 


Dogmatic? But 


Yes, to an extreme. 


skilled as a diagnostician and operator, 
brilliant as a teacher, and forceful as a 
writer, surely no man in America can fill 
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the great gap that has been created by his 
sad departure. 


WALTER REED 


The thirteenth of this month (Septem- 
ber) marks the sixty-fifth anniversary of 
the birth of one of America’s greatest con- 
tributors to medical science. France has 
furnished her Pasteur (who himself was 
not a physician), England her Jenner and 
Lister, Germany her Koch and Ehrlich, 
and America her Crawford W. Long, Ma- 
rion Sims, Walter Reed, and Simon Flex- 
ner, the latter being natives of Georgia, 
South Carolina, Virginia, and Kentucky, 
respectively. 

There is a movement on foot at the Uni- 
versity of Virginia to erect a memorial to 
Walter Reed, who was a distinguished son 
of that institution. It is further proposed 
te invite every nation which has directly 
benefited by the solution of the transmis- 
sion and consequent prevention of yellow 
fever, to contribute a native stone to the 
structure which will probably take the 


form of “a large curving plinth, perhaps 


fashioned in the form of a seat, with a 
high back, an ornamental pediment, and 
a stone-flagged pavement in front.’ 
Such a plan is indeed unique and should 
result in a most beautiful and interesting 
structure. It is hardly likely that any 
country will fail to avail itself of the op- 
portunity of showing its indebtedness to 
“a man who brought happiness and safety 
and health not only to his own land, but 
to all the tropical and subtropical coun- 
tries of the world; who was the means of 
saving in a decade and a half more lives 
than were lost in the wars of Napoleon; 
who made possible the opening up and set- 
tlement of millions of square miles of the 
most fertile and beautiful regions of the 


1. University of Virginia Alumni News, IV, 19, 
pp. 224-226. 
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globe, which before his advent had been 
cursed with a mortal plague.’ 

It was in the U. S. P. H. and Marine 
Service that Reed was destined to gain 
immortality. In 1900, as head of a Yel- 
low Fever Commission, consisting of him- 
self, Dr. Jesse W. Lazear, Dr. James Cor- 
roll, and Dr. Aristides Agramonte, he was 
sent to Cuba to investigate that dread dis- 
ease. And it was there that he proved ex- 
perimentally that the mosquito (species 
stegomyia fasciata) is the intermediate 
host, and that it alone transmits the dis- 


ease to man. 
The account of this work reads like a 


novel, and represents one of the most clas- 
sical examples of scientific investigation 
ever undertaken. The martyrdom of 
brave Lazear who sacrificed his own life 
to science is too well known for rehearsal 
here. It was this discovery that made pos- 
sible the building of the Panama Canal. 

Ever honest and modest, Reed says: ‘““To 
Dr. Carlos Finlay, of Havana, must be 
given, however, full credit for the theory 
of propagation of yellow fever by means 
of the mosquito, which he proposed in a 
paper read before the Royal Academy in 
that City at its session on the 14th day of 
August, 1881.’ 

It might here be mentioned in passing 
that even prior to Finlay, others had ex- 
pressed the opinion that the mosquito was 
the transmitter of that disease. Among 
them was Dr. J. C. Nott, of Mobile, Ala., 
who published this theory in the ‘““New Or- 
leans Medical Journal” for March, 1848. 

But where others had merely suspected 
the fact or had failed outright in their ex- 
periments, Reed actually proved it to be 
the case, and it is his name that will live as 
long as medical history is written; for it 
was he who rendered an everlasting ser- 


2. Kelly, Howard A.: “Walter Reed and Yel- 
low Fever.” pp. 6-7. 
3. Surgeon-General William C. Gorgas: “Sani- 


tation in Panama.” Appleton, pp. 14-15. 
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vice to mankind in saving not only thous- 
ands of lives annually during the present 
generation, but millions in the countless 
ages to come. 

It is fitting that the sons of the great 
University, in which Dr. Reed received his 
first medical training, should erect a mon- 
ument to commemorate his remarkable 
achievements; and it is hoped that the 
unique plan suggested by an alumnus, may 
be successfully carried out. 


NEW BOOKS BY MEMBERS OF THE 
SOUTHERN MEDICAL ASSO- 
CIATION 


NERVOUS CHILDREN—TUCKER! 


Dr. Beverly R. Tucker has gotten out a 
small volume on “Nervous Children.” It 
is a topic to which hitherto too little atten- 
tion has been paid. This contribution is 
therefore a timely one, and deals with the 
subject in language simple enough to be 
appreciated by the laity. It not only treats 
of the nervous child, but what is still more 
important, the prevention of nervous con- 
ditions. Dr. Tucker, always practical, has, 
from his wide experience with nervous 
children, written a classic that should be 
read by parents who desire to rear strong, 
healthy children. It may also be read by 
physicians with interest and profit. 


INFANT FEEDING—ROYSTER? 


Dr. L. T. Royster has prepared a small 
handbook on infant feeding, as he says, “to 
furnish the essentials and only the essen- 
tials of infant feeding in a compact and 
succinct form.” It is an outline for the 
busy practitioner who is unable to glean 
the literature as has the author, but who 


1. “Nervous Children: Prevention and Manage- 


ment.” By Beverley R. Tucker, Richmond, Vir- 


ginia. Boston: Richard G. Badger. Cloth, 
$1.25. 

2. “A Handbook of Infant Feeding.” By Law- 
rence T. Royster, Norfolk, Virginia. St. Louis: 
C. V. Mosby Co. 
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wishes the latest advice of the best author- 
ities. Dr. John Lovett Morse has furnish- 
ed the excellent chapter on “The Stools in 
Infancy.” The little volume is very help- 
ful. 
DISEASES OF THE SKIN—-HAZEN? 

Dr. Hazen’s book on dermatology recom- 
mends itself especially to students and 
general practitioners as contrasted with 
larger works which appeal only to the spe- 
cialist. It emphasizes the commoner dis- 
eases, omitting lengthy discussions of rare 
lesions. 

Dermatoses in Negroes, so frequently 
encountered in this section of the country, 
are handled with a completeness never be- 
fore equalled by any book we have seen. 

The many cuts of the commoner dis- 
eases, including histopathological sections, 
render the description much more intelli- 
gible to the average doctor who is apt to 
feel quite at sea when called upon to treat 
a skin lesion. 

The only serious criticism we care to 
make is that Dr. Hazen underrates the 
great dermatological value of radium in 
general, asserting that all its virtues are 
equalled or excelled by some other form of 
therapy. To that we wish to take excep- 
tion. 

Those who are so fortunate as to have 
a sufficient amount of radium know that 
therapeutically it equals the X-ray in ev- 
ery respect and that its percentage of 
cures is greater in most instances, the re- 
sults being accomplished with fewer appli- 
cations and consequently with less discom- 
fort and danger. Furthermore, a point 
well worth considering is the fact that in 
obstinate cases requiring massive treat- 
ment either of X-ray or radium, where a 
risk is run of an “irritation,” should a 
burn occur it is comforting to know that 
no case has yet been reported of a cancer’s 


3. “Diseases of the Skin.” By Henry H. Hazen, 
Washington, D. C. St. Louis: C. V. Mosby Co. 
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In spite of the fact that Dr. Hazen con- 
originating primarily in a radium burn. 
tradicts our experience with radium, we 
are pleased with his little book. 


PHYSICS AND CHEMISTRY FOR NURSES— 
BLISS AND OLIVE‘ 

As time goes on physicians are coming 
to realize that the better educated and 
trained their nurses become, the more in- 
telligent codperation will they be able to 
lend. 

Realizing the lack of uniformity and 
system in the teaching of physics and 
chemistry to nurses, Professors Bliss and 


- Olive, determined to write a text-book em- 


bracing their wide pedagogic experience 
in those branches. When the work was 
begun there were no books devoted exclus- 
ively to those subjects. However, since 
then several have appeared. 

The essentials are stated in a manner 
easily to be grasped by young women 
whose preliminary training differs very 
widely in thoroughness and whose time is 
usually quite limited for study. The au- 
thors are to be congratulated upon produc- 


‘ing a remarkably clear treatise, simple, 


concise, and to the point. We predict for 
this little book a great success. 


WELFARE WORK AMONG CORPORA- 
TIONS 

Now that the toll of human life has be- 
come so great in the industrial world, any- 
thing calculated to create comfort for em- 
ployees, to prolong life, or to reduce mor- 
tality, is always of interest and import- 
ance. 

The August issue of “The Modern Hos- 
pital” constitutes a symposium on “Wel- 
fare Work Among Corporations,” prac- 
tically the whole of the number being de- 


4. “A Text-Book of Physics and Chemistry for 
Nurses.” By A. R. Bliss, Atlanta, Ga., and 
A. H. Olive, Birmingham, Ala. Philadelphia: 
J. B. Lippincott Co. 
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voted to the various branches of insurance 
companies; welfare work, safety devices, 


first aid, etc., in the iron and steel in- 
dustry ; the provision for medical care un- 


der health insurance; the automobile in- 
dustry; the same as applied to sheet and 
tube making; improvements connected 
with the cloak and suit industry; the shoe 


machinery factories; the department 
store; and the telephone companies. Re- 
creation facilities are likewise considered. 

“The Modern Hospital,” at all times a 
high class, splendid publication, in this 
number has quite eclipsed itself. It will 


be found a thorough discussion of an all- 
important subject in its many phases. 
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Gynecology 


By William P. Graves, M.D., F.A.C.S., Professor 
of Gynecology, Harvard Medical School. 770 
pages with 424 original illustrations, 66 in col- 
ors. Philadelphia and London: W. B. Saun- 
ders Co., 1916. Cloth, $7.00. 

Dr. Graves divides his book like the geography 
of Gaul of old into three parts: “Part I, Physi- 
ology and Relationship of Gynecology to the Gen- 
eral Organism;” “Part II, Gynecologic Diseases;” 
and “Part III, Operative Gynecology.” 

The fullness of the discussion of the physiol- 
ogy of the subject marks a new departure from 
the beaten path usually followed by writers of 
text-books upon gynecology. 

The second division is arranged primarily for 
the student who must have his data in concise 
yet comprehensive form for preparing for reci- 
tations and examinations. 

As regards the third or operative section of 
the bcok, it not only gives the most tried and 
approved technique for pelvic and perineal sur- 
gery, but it quite helpfully embraces those kin- 
dred subjects so often encountered and so fre- 
quently included by the gynecologist in his spe- 
cialty,—namely, kidney, ureteral, bladder and 
urethral diseases, as well as abdominal hernias, 
rectal diseases and varicose veins. In this con- 
nection it is to be regretted that not even short 
discussions are included on the technique of the 
all-important subjects of cystoscopy, ureteral 
catheterizations, pyelography, cholecystectomy, 
appendectomy and diseases of the breast, thus 
rendering the list of allied topics complete. 

The illustrations, strange to say, are in most 
cases drawn by the author himself, and while by 
no means in the Max Broedel class, are neverthe- 
less both clear and explanatory. Many micro- 
scopic plates are also shown depicting histolog- 
ical and pathological tissues. 

We believe without any exception that Dr. 
Graves has produced the best and most complete 
single volume on gynecology, certainly in the 
English if not in any language. 


Studies in Ethics for Nurses 
By Charlotte A. Aikens. 320 pages. Philadelphia 
and London: W. B. Saunders Co., 1916. Cloth, 
$1.75. 


It is a study of the profession of nursing from 
its various viewpoints, i. e., the characteristics 
necessary for nursing, the cost of training, the 
responsibilities of the nurse and the opportunities 
open to nurses after graduation. The tendency 
of the author in offering solutions for many of 
the practical problems confronting nurses is to 
emphasize the fact that, since nursing is prima- 
rily to help one’s fellow beings, “the spirit of 
helpful service” should be the guiding principle 
of the nurse. 


The Kinetic Drive 


Its Phenomena and Control. By George W. Crile, 
M.D., Professor of Surgery, Western Reserve 
University. Octavo, 71 pages. Illustrated. 
Philadelphia and London: W. B. Saunders Co., 
1916. Cloth, $2.00. 

This monograph in substantially the same 
form was read before the New York Academy 
of Medicine on October 7, 1915, and, although no 
mention is made of that fact in the book, was 
published in the Journal of the American Med- 
ical Association, Dec. 18, 1915. 

It brought forth rather severe and caustic crit- 
icism and some favorable comment in the corre- 
spondence columns of that periodical. In turn 
they were answered by Dr. Crile. Physiologists 
alone attacked the theory, claiming that it was 
built upon too flimsy a foundation, that it was in 
some instances based upon unconfirmed work, 
and that the actual experiments substantiating 
the formulation of the kinetic theory had best be 
offered the public by the author before elaborating 
in such great detail his deductions. 

By the kinetic system the author refers to the 
adrenals, the liver and the thyroid which produce 
internal secretions representing the body’s ki- 
netic energy. When these are overworked, the 
system undergoes increased oxidation and conse- 
quently produces a condition of acidosis, which 
brings about certain definite changes in these 
organs themselves, as well as in the cerebellum. 
Crile shows many plates of photomicrographs of 
such examples. He claims that anesthesia (espe- 
cially with ether), fatigue, and psychic strain will 
produce the same results. The Europeans of the 
present time he cites as examples of this kinetic 
drive. 
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Like most of Crile’s writings, it is his oft-times 
expressed ideas in a made-over garb, but one 
which is nevertheless quite becoming. The book 
is very well written and is stimulating to a de- 
gree. 


A Text-Book of Pathology 


By William G. MacCallum, M.D., Professor of 
Pathology, College of Physicians and Surgeons, 
Columbia University, New York City. - 1085 
pages with 575 original illustrations. Philadel- 
phia and London: W. B. Saunders Co., 1916. 
Cloth, $7.50. 

As the author plainly states in his preface, the 
book is not intended for a reference work, but 
represents the course of pathology given in the 
College of Physicians and Surgeons of Columbia 
University, New York. 

The full and scholarly manner in which Dr. 
MacCallum has handled the subject gives every 
evidence of the thoroughness of his course. The 
illustrations are exceptionally clear. We don’t 
know when we have been so impressed by the 
practical nature of a text-book on pathology. 


Surgical Operations With Local Anesthesia 
Second Edition, by Arthur E. Hertzler, A.M., M.D., 

Ph.D., F.A.C.S., Surgeon, Halstead Hospital, 

Kansas, and to the Swedish and General Hos- 

pitals, Kansas City, Mo. 327 pages with 173 

illustrations. New York: Surgery Publishing 

Co., 1916. Cloth, $3.00. 

This second edition has been enlarged from a 
small work in local anesthesia on minor surgery 
to a full discussion of its application to major 
surgery as well. The descriptions are clear and 
the illustrations good. 

Minute details are given of operations of many 
kinds. 


The Art of Anaesthesia 
By Paluel J. Flagg, M.D., Lecturer in Anaesthesia, 
Fordham University Medical School; Anaes- 
thetist to Roosevelt Hospital, etc. 341 pages 
with 136 illustrations. Philadelphia and Lon- 
don: J. B. Lippincott Co., 1916. Cloth, $3.50. 
Following a brief historical discussion of an- 
aesthesia the author covers the whole field, in- 
ciuding inhalation, local, spinal, rectal anaesthe- 
sia, etc., as well as a number of kindred topics, 
such as preliminary medication, post-operative 
treatment, carbon dioxid and rebreathing, and 
many other subjects too numerous to mention. 
It is a very thorough book, written by a man of 
wide experience. 


Examination of the Urine and Other Clinical Side- 
Room Methods 


By Andrew Fergus Hewat, M.B., Ch.B., M.R.C.P., 
Ed., Tutor in Clinical Medicine, University of 
Edinburgh; Lecturer Edinburgh Post-Graduate 
Vacation Course. Fifth Edition. 212 pages. 


Illustrated. New York: Paul B. Hoeber. Cloth, 
$1.00. 
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The points to be commended in this little book 
are: its vest-pocket size, the fact that it not only 
deals with urinalysis but also with blood, sputum, 
pus, gastric contents, and feces examinations, and 
the fact that it is well indexed. It contains a 
great deal of helpful information in a very small 
space. 


The Straight Methods of Direct Laryngoscopy, 
Bronchoscopy and Esophagoscopy 


By Richard Hall Johnston, M.D., Baltimore, Md., 

1915. 

In this monograph, which was originally pub- 
lished in the American Journal of Surgery, the 
author has not only presented the matter directly 
suggested by his title, but he has included a great 
many related topics in the field of laryngo-bron- 
cho-esophagoscopy. To such an extent is this 
true that with the addition of an index one would 
have in the volume a very valuable reference 
book. The clinical reports and interspersed illus- 
trations render it a very enlightening work. 


Infections of the Hand 


A Guide to the Surgical Treatment of Acute and 
Chronic Suppurative Processes in the Fingers, 
Hand and Forearm. By Allen B. Kanavel, 
M.D., Assistant Professor of Surgery, North- 
western University Medical School; Attending 
Surgeon, Wesley and Cook County Hospitals, 
Chicago. Third Edition; Thoroughly Revised. 
Illustrated with 161 Engravings. Philadelphia 
and New York: Lea & Febiger, 1916. Cloth, 
$3.75. 

The appearance of this new edition is most 
welcomed, for it offers in improved form what was 


‘already one of the most valuable contributions 


to American surgical literature. The need of a 
special treatise upon this important subject is 
well illustrated by a statement of the author, 
who says: “I think that in three-fourths of the 
hands I see in which treatment has been insti- 
tuted, a number of unnecessary and improper in- 
cisions are found upon the dorsum.” The re- 
vision, while general, includes in particular the 
addition of a chapter upon “The Relation of 
Acute Infective Processes to Industrial Pursuits” 
and one upon “Plastic Procedures Instituted for 
the Correction of Deformities.” ‘ 


1915 Collected Papers of the Mayo Clinic, 
Rochester, Minn. 


Octavo, 983 pages, 286 illustrations. Philadel- 
phia and London: W. B. Saunders Co., 1916. 
Cloth, $6.00. 

The fact that these articles have all appeared 
elsewhere, in no wise detracts from the value 
of the volume, as their original appearances in 
many cases were in journals and not accessible 
for the average reader. 

In this book are the clinical and experimental 
observations of the staff members upon a great 
variety of subjects. Some of the reports cover 
original investigation. It is indeed a wonderful 
collection of papers. 
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Surgical and Gynecological Nursing 


By Edward Mason Parker, M.D., F.A.C.S., Sur- 
geon to Providence Hospital; and Scott Dudley 
Breckinridge, M.D., F.A.C.S., Gynecologist to 
Providence Hospital, Washington, D. C. 425 
pages, with 134 illustrations. Philadelphia and 
London: J. B. Lippincott Co., 1916. 


Not only have the authors treated in a thor- 
oughly capable manner the conventional subjects 
which one would expect in such a volume, but 
they have also included a number of borderline 
topics, such as Infection, Surgical Pathology, 
Fractional Doses in Hypodermic Medication, 
Charts and Records, Selection of Instruments for 
Operations, Operations in Private Houses, the 
Gynecological Dispensary, and Emergencies. The 
book furnishes a wealth of information which 
should prove invaluable both to the nurse herself 
and to those whose duty it becomes to teach sur- 
gical and gynecological nursing. 


Roentgenographic Diagnosis of Dental Infection 
in Systemic Diseases. By Sinclair Tousey, 
A.M., M.D., Consulting Surgeon to St. Barthol- 
emews Clinic, New York. New York: Paul B. 
Hoeber Co., 1916. Cloth, $1.25. 

Much attention has been drawn lately to the 
relation of peridental abscess and other oral in- 
fections to systemic disease. This excellent lit- 
tle book offers to the profession, in truly delight- 
ful style and accompanied by a profusion of prints 
from dental Roentgenograms, the latest facts in 
regard to this subject. The author and publish- 
ers are to be congratulated upon the worth and 
simplicity of the subject matter and the evidences 
of technical skill displayed in the assembling of 
the text. 


The Medical Clinics of Chicago, July, 1916, Vol. 
II, No. 1. Published bi-monthly. Philadelphia 
and London: W. B. Saunders Company. Price 
per year, $8.00. 

Each number of this series is a book of over 
200 pages bound in brown paper and containing 
the detailed clinical study of a number of cases 
in ten clinics. The subject matter is presented 
in a very pleasing style and ‘each case is well 
worked up and worth the consideration of the 
practitioner. This method of study is one of the 
most modern and valuable means of acquiring 
information and gives for a few dollars oppor- 
tunities of study which would cost much more 
under other conditions. 


Among the many other interesting cases pre- 
sented in this number is one on which the princ- 
ciples of Fluoroscopy of the Stomach is demon- 
strated by Dr. James T. Case, St. Luke’s Hospital, 
Chicago. The study of the material contained in 
these volumes never fails to give food for thought 
and investigation. 


Second 


Blood Pressure: Its Clinical Applications. 


edition, revised and enlarged. By George W. 
Norris, A.B., M.D., Assistant Professor of Medi- 
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cine in the University of Pennsylvania, Visit- 
ing Physician to the Pennsylvania Hospital; 
Assistant Visiting Physician to the University 
Hospital; Fellow of the College of Physicians 
of Philadelphia. Octavo 424 pages with 102 
engravings and 1 colored plate. Philadelphia: 
Lea & Febiger, 1916. Cloth, $3.00. 


This is a very exhaustive study of a subject 
which has only recently received its merited share 
of attention. After considering the different 
methods of measurement of blood pressure. the 
author proceeds, with the consideration of hypo- 
and hyper-tension and the relation of certain dis- 
eases to those phenomena and after giving the 
indications for treatment in the different condi- 
tions closes with a very interesting chapter on 
“The Effect of Drugs and Glandular Extracts on 
Blood Pressure.” This book abounds in both ex- 
perimental and clinical data, though well balanced 
throughout. The chapter on “Nephritic Hyper- 
tension” will prove of especial interest to the 
practitioner. 


Diseases of Infants and Children. By Henry 
Dwight Chapin, A.M., M.D., Professor of Dis- 
eases of Children of the New York Post-Grad- 
uate Medical School and Hospital, ete., and 
Godfrey R. Pisek, M.D., Se.D., Professor of Dis- 
eases of Children and Attending Physician to 
the New York Post-Graduate Medical School 
and Hospital; Professor of Diseases of Children 
at the University of Vermont Medical College. 
Third edition, revised, with 179 cuts and 12 col- 
ored plates. New York: William Wood & Co. 
Cloth, $3.25. 

This book, now in its third edition, goes into 
more detail in regard to the handling of pediatric 
problems and concerning the laboratory and other 
tests peculiar to this branch than most books on 
the subject, and the section on infant feeding is 
of particular value. The subject matter is pre- 
sented in an interesting manner and from an ex- 
tremely practical standpoint. It should prove 
very useful to those wishing to improve their 
work along this line. 


Practical Oral Hygiene Prophylaxis and Pyorrhea 
Alveolaris. By Robin Adair, B.S., M.D., D.D.S., 
Professor of Oral Prophylaxis and Pyorrhea 
Alveolaris, Southern Dental College, Atlanta, 
Ga. (1911-1913); Oral Surgeon, Grady Hospital 
(1910-1912); Oral Surgeon to Georgia Baptist 
Hospital. Second Edition, Enlarged and Re- 
vised. Illustrated. Atlanta: Oral Hygiene Pub- 
lishing Co., 1915. 


Important changes have been made in this edi- 
tion as regards the typography as well as the 
substance. These revisions are especially im- 
portant in the sections dealing with the bacte- 
riology and parasitology of pyorrhea, and in those 
discussing dentistry in school clinics. 

In this book Dr. Adair offers the most thor- 
ough discussion of the subject which has yet ap- 
peared. It must be a source of gratification to 
us all to feel that such an authoritative work 
should have been produced in our section of the 
country. 
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Pellagra. An American Problem. By George M. 


Niles, M.D., Gastroenterologist to the Georgia 
Baptist Hospital, Wesley Memorial Hospital, 
and Atlanta Hospital, Atlanta, Ga. Second Edi- 
tion. 261 pages. Illustrated. Philadelphia and 
London: W. B. Saunders Co., 1916. Cloth, $3.00. 


Principles and Practice of Medicine. By Arthur 


R. Edwards, A.M., M.D., Professor of the Princi- 
ples and Practice of Medicine and Dean of: the 
Faculty, Northwestern University Medical 
School, Chicago; Attending Physician, Michael 
Reese Hospital, etc. Third Edition, thoroughly 
revised and rewritten. 1022 pages. Illustrated 
with 80 engravings and 23 plates. Philadelphia 
and New York: Lea & Febiger, 1916. Cloth, 
$5.50. 


The Treatment of Acute Infectious Diseases. By 


Frank Sherman Meara, M.D., Ph.D., Professor 
of Therapeutics, Cornell University Medical 
College, New York City. Attending Physician, 
Bellevue Hospital, New York. 540 pages. New 
York: The Macmillan Company, 1916. 


Mosquito Control in Panama. The Eradication 


of Malaria and Yellow Fever in Cuba and Pan- 
ama. By Joseph A. LePrince, C.E., A.M., Chief 
Sanitary Inspector, Isthmian Canal Commission, 
1904-1914; and A. J. Orenstein, M.D., Assistant 
Chief Sanitary Inspector, Isthmian Canal Com- 
mission, with an Introduction by L. O. Howard, 
LLD., Entomologist and Chief, Bureau of En- 
tomology, United States Department of Agri- 
culture. 335 pages, with 100 illustrations. New 
York and London: G. P. Putnam’s Sons, 1916. 
Cloth, $2.50. 


Venereal Diseases: A Manual for Students and 


Practitioners. By James R. Hayden, M.D, 
F.A.C.S., Professor of Urology, College of Phy- 
sicians and Surgeons, Columbia University, 
New York; Visiting Genito-Urinary Surgeon, 
Bellevue Hospital; Consulting Genito-Urinary 
Surgeon, St. Joseph’s Hospital, Yonkers, N. Y. 
Fourth Edition, Thoroughly Revised. 365 pages. 
Illustrated with 133 engravings. Philadelphia 
and New York: Lea & Febiger, 1916. 


The Basis of Symptoms: The Principles of Clin- 


ical Pathology. By Dr. Ludolph Krehl, Ordi- 
nary Professor and Director, Medical Clinic. 
Heidelberg. Authorized Translation from Sev- 
enth German Edition. By Arthur Friederic 
Beifeld, Ph.B., M.D., Instructor in Medicine, 
Northwestern University Medical School, Chi- 
cago. With Introduction By A. W. Hewlett, 
M.D., Professor of Internal Medicine, Univer- 
sity of Michigan, Ann Arbor. Third American 
Edition. 517 pages. Philadelphia and London: 
J. B. Lippincott Company. Cloth, $5.00. 


Infant Feeding and Allied Topics. For Physi- 
cians and Students. By Harry Lowenburg, 
A.M., M.D., Assistant Professor of Pediatrics, 
Medico-Chirurgical College of Philadelphia; 
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Pediatrist to Mt. Sinai Hospital; Pediatrist to 
Jewish Hospital; Pediatrist to Jewish Mater-, 
nity Hospital; 382 pages. Illustrated. 64 En- 
gravings and 30 Original Plates, 11 in Colors. 
Philadelphia and London: F. A. Davis Company, 
1916. 


Pulmonary Tuberculosis. By Maurice Fishberg, 
M.D., Clinical Professor of Tuberculosis, Uni- 
versity and Bellevue Hospital Medical College; 
Attending Physician, Montefiore Home and Hos- 
pital for Chronic Diseases, New York. 639 
pages, 91 engravings and 18 plates. Philadel- 
phia and New York: Lea & Febiger, 1916. 
Cloth, $5.00. 


Manual of Vital Function Testing Methods: Their 
Interpretation. By Wilfred M. Barton, M.D., 
Associate Professor of Medicine, Medical De- 
partment, Georgetown University; Attending 
Physician, Georgetown University Hospital and 
Washington Asylum Hospital. 255 pages. Bos- 
ton: Richard.G. Badger, and Toronto: Copp 
Clark Co., Limited. Cloth, $1.50. 


International Clinics. Volume II. Twenty-sixth 
Series, 1916. 311 pages. Philadelphia and Lon- 
don: J. B. Lippincott Co. 


Rules for Recovery from Pulmonary Tuberculo- 
sis. A Layman’s Handbook of Treatment. By 
Lawrason Brown, M.D. Second Edition, Thor- 
oughly Revised. 184 pages. Philadelphia and 
New York: Lea & Febiger, 1916. Cloth, $1.25. 


Refraction of the Human Eye and Methods of 
Estimating the Refraction. Including a Sec- 
tion on the Fitting of Spectacles and Eye- 
Glasses, etc. By James Thorington, A.M., M.D., 
Emeritus Professor of Diseases of the Eye, 
Philadelphia Polyclinic and College for Grad- 
uates in Medicine; Member American Ophthal- 
mological Society; Fellow College of Physicians 
of Philadelphia, etc. 407 pages. 344 Illustra- 
tions; 75 Colored. Philadelphia: P. Blakis- 
ton’s Son & Co. Cloth, $2.50. 


Ophthalmoscopic Diagnosis for General Practi- 
tioners and Students. By George W. Jean, 
A.B., M.D., Instructor in Ophthalmoscopy and 
External Diseases of the Eye, School of Oph- 
thalmology, New York Eye and Ear Infirmary; 
Assistant Surgeon, New York Eye and Ear In- 
firmary; Instructor of Ophthalmology, Univer- 
sity and Bellevue Hospital Medical College. 123 
pages. 68 illustrations. London, New York 
and Paris: E. B. Meyrowitz, Inc. 


The Principles and Practice of Perimetry. By 
Luther C. Peter, A.M., M.D., F.A.C.S., Associate 
Professor of Ophthalmology, Philadelphia Poly- 
clinic and College for Graduates in Medicine; 
Ophthalmologist, Rush Hospital for Consump- 
tion and Allied Diseases. 232 pages.  Illus- 
trated; 119 Engravings. Philadelphia and New 
York: Lea & Febiger, 1916. 
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The Health-Care of the Growing Child. His Diet. 
Hygiene, Training, Development and Prevention 
of Disease. By Louis Fischer, M.D., Author of 
“The Health-Care of the Baby,” etc.; Attending 
Physician in Charge, Babies’ Wards, Sydenham 
Hospital; and Willard Parker and Riverside 
Hospitals; Former Instructor in Diseases of 
Children, New York Post-Graduate Medical 
School and Hospital, ete. 341 pages. New 
York and London: Funk & Wagnalls Co., 1915. 
Cloth, $.75. 


How to Live. Rules for Healthful Living Based 
on Modern Science. Authorized by and Pre- 
pared in Collaboration with Hygiene Reference 
Board of the Life Extension Institute. By Irv- 
ing Fisher, Chairman, Professor of Political 
Economy, Yale University, and Eugene Lyman 
Fisk, M.D., Director of Hygiene of the Insti- 
tute. A Foreword by William Howard Taft. 
New York and London: Funk & Wagnalls Co. 


Your Baby. A Guide for Young Mothers. By 
Edith B. Lowry, M.D., Author of “Herself,” 


“The Home Nurse,” etc. 254 pages. Chicago: 


Forbes & Co. Cloth, $1.00. 


Plague: Its Cause and the Manner of its Exten- 
sion, Its Menace, Its Control and Suppression, 
Its Diagnosis and Treatment. By Thomas 
Wright Jackson, M.D., Member American Red 
Cross Sanitary Commission to Serbia, 1915; 
Lately Captain and Assistant Surgeon, U. S. 
Volunteers; Lately Lecturer on Tropical Dis- 
eases, Jefferson Medical College; Member of 
Manila Medical Society and Philippine Islands 
Medical Association; Director, Department of 
Sanitation and Epidemiology, H. K. Mulford 
Company; with Bacteriological Observations. 
192 pages. Illustrated. Philadelphia and Lon- 
don: J. B. Lippincott Company. : 


The International Medical Annual. A Year Book 
of Treatment and Practitioners’ Index. Thirty- 
fourth Year. 735 pages. New York: William 
Wood & Co., 1916. Cloth, $4.00. 


Diseases of the Digestive Tract and Treatment. 
By A. Everett Austin, A.M., M.D., Former Pro- 
fessor of Physiological Chemistry, Tufts Col- 
lege, University of Virginia and University of 
Texas; Present Assistant Professor of Clinical 
Medicine, in charge of Dietetics and Gastro- 
Intestinal Diseases, Tufts College. 552 pages. 
85 illustrations, 10 Colored Plates. St. Louis: 
C. V. Mosby Co., 1916. 


Elementary Bacteriology and Protozoology. For 
the Use of Nurses. By Herbert Fox, M.D., Di- 
rector, William Pepper Laboratory of Clinical 
Medicine, University of Pennsylvania. Second 
Edition, Revised and Enlarged. 251 pages, with 
68 engravings and 5 colored plates. Philadel- 
phia and New York: Lea & Febiger, 1916. Cloth, 
$1.75. 


Modern Medicine and Some Modern Remedies. 
Practical Notes for the General Practitioner. 
By Thomas Bodley Scott, Author of “The Road 
to a Healthy Old Age.” With a Preface by Sir 
Lauder Brunton, Bart., F. R. S. 159 pages. 
New York: Paul B. Hoeber, 1916. Cloth, $1.50. 


Diseases of the Skin. By Richard L. Sutton, 
M.D., Professor of Diseases of the Skin, Uni- 
versity of Kansas School of Medicine; Former 
Chairman Dermatological Section American 
Medicine Association; Assistant Surgeon, Unit- 
ed States Navy, Retired; Dermatologist, Chris- 
tian Church Hospital. 916 pages. 693 illustra- 
tions and 8 Colored Plates. St. Louis: C. V. 
Mosby Company, 1916. 


A Manual of Practical Laboratory Diagnosis. By 
Lewis Webb Hill, M.D., Graduate Assistant, 
Children’s Hospital, Boston. 179 pages. With 
11 Figures and 2 Plates, in Colors. Boston: W. 
M. Leonard, 1916. 


Uitra-Violet Light by Means of the Alpine Sun 
Light. Treatment and Indications. By Hugo 
Bach, M.D., Bad Elster, Saxony, Germany. Au- 
thorized Translation from the German. 114 
pages. New York: Paul B. Hoeber, 1916. Price, 
$1.00. 


Diseases of the Eye. By George E. de Schwei- 
nitz, M.D., L1.D., Professor of Ophthalmology, 
University of Pennsylvania. Eighth Edition, 
Thoroughly Revised and Enlarged. 754 pages. 
386 text illustrations and seven lithographic 
plates. Philadelphia and London: W. B. Saun- 
ders Co., 1916. Cloth, $6.00. 


The Diagnosis and Treatment of Heart Disease. 
Practical Points for Students and Practitioners. 
By E. M. Brockbank, M.D. (Vict.), F.R.C.P.; Hon- 
orable Physician, Royal Infirmary, Manchester; 
Clinical Lecturer on Diseases of the Heart, Dean 
of Clinical Instruction, University of Manches- 
ter. Second Edition. 120 pages. Illustrated. 
New York: Paul B. Hoeber, 1916. Cloth, $1.25. 
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ALABAMA 


At Birmingham, every effort is being made to 
inaugurate such a public health system that a 
repetition of the recent typhoid epidemic will be 
impossible. Dr. Carroll Fox, of the United States 
Public Health Service, has made an exhaustive 


study of the sanitary conditions in Birmingham 
and Jefferson County and has recommended plans 
for reorganizing the heaith departments of Bir- 
mingham and Jefferson County. The plan calls 
for an annual appropriation of $30,000.00 from 
Jefferson County and $45,000.00 from the City of 
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Birmingham. It is believed that by co-operative 
effort of the public with the physicians that the 
system advised by Dr. Fox will be inaugurated. 

At Birmingham, during the recent sanitary in- 
spection of the City, many arrests were made 
and fines imposed upon those found to be disre- 
garding the sanitary laws. 

At Alabama City, according to the report of Dr. 
E. T. Camp, County Health Officer, very insani- 
tary conditions prevail, and attempts are being 
made to remedy the conditions. 

The State Health Department is making an ef- 
fort to have all the vital statistics sent in 
compliance with the law and those delinquent 
in this regard will be summoned before the grand 
jury. 

At Oneonta, on July 27, a large picnic was 
given by the citizens in honor of Dr. D. S. Moore’s 
birthday. A number of talks were made by grate- 
ful patrons of Dr. Moore for his forty-one years 
of service to the people of that vicinity. 

It has been reported that typhoid fever has 
appeared among the flood refugees at Orrville. 

At Huntsville, the Madison County Anti-Tuber- 
culosis Association has been organized with John 
J. Jones, President, and P. O. Aiken, Secretary. 
They are obtaining the hearty co-operation of the 
citizens in their fight against the disease. 

At Talladega, it is reported that the typhoid 
fever and Summer dysentery rate has been :cut 
down appreciably by the installation of the liquid 
chlorid plant. 

Deaths 

Dr. A. A. Garret, of Elmore, died on July 22 at 

the age of 50 years. 


ARKANSAS 


At Little Rock, Dr. J. P. Runyan has received | 


the appointment of District and Hospital Surgeon 
for the Rock Island lines. 

At Texarkana, due to a rigid enforcement of 
the sanitary laws, it is reported that the sanitary 
conditions are much more favorable than for- 
merly. 

At Sulphur Springs, the continued illness of 
Dr. A. G. Thompson is reported. 

At Hope, five cases of smallpox were discovered 
recently and measures were immediately insti- 
tuted looking toward the prevention of its spread. 


Deaths 


Dr. W. W. Rambo, a pioneer physician of Ozark, 
died at his home at White Oak, near that City, at 
the age of 63 years. 


DISTRICT OF COLUMBIA 


At Washington, on May 9 to 12, the National 
Association for the Study and Prevention of Tu- 
berculosis was in session. Dr. Edwin Baldwin, 
of Saranac Lake, N. Y., was elected President 
for the ensuing year; Vice Presidents elected 
were Dr. Watson S. Rankin, of Raleigh, N. C., and 
Dr. James A. Miller, New York. 

At Washington, on October 16, the first exam- 
inations will be conducted by the National Board 
of Medical Examiners. The regular examination 


fee will not be charged, but only the nominal fee 
of $5.00. 

According to a decision handed down by the 
United States Court recently, novocain, being a 
synthetic preparation and not a derivative or 
compound of opium or coca leaves, does not come 
under the jurisdiction of the Harrison Anti-Nar- 
cotic Law. 

At a recent examination Dr. James A. Halpin 
was appointed Assistant Surgeon in the Medical 
Reserve Corps of the United States Navy. 

At Washington, thirty physician and lawyer 
friends of Dr. Bernard Gleuck were hosts at a 
dinner given in his honor on July 11. The occa; 
sion of the dinner was the appointment of Dr. 
Gleuck as Alienist to the New York State Prison 
at Sing Sing. 

At Washington, D. C., May 16, there convened 
the annual meeting of the State and Provincial 
Boards of Health of North America. 

The next examinations for appointment to the 
Medical Corps of the Navy will be held at Wash- 
ington, D. C.; Boston, Mass.; New York City, 
N. Y.; Philadelphia, Pa.; Norfolk, Va.; Charles- 
ton, S. C.; Great Lakes (Chicago), Ill.; Mare 
Island, Cal., and Puget Sound, Wash., on October 
23, 1916. Full information as to the nature of the 
examinations and the requirements may be had by 
application to Surgeon-General W. C. Braisted, 
Navy Department, Washington. 

Deaths 

Dr. Francis J. Woodman, of Washington, died 
at his home in that city on July 28. He was 
Chief Medical Examiner in the Pension Office. 

Dr. R. G. Witherspoon died in Washington on 
June 9. 

Dr. Ernest F. King, of Washington, died on 
June 8. 


FLORIDA 

At Tampa, Ybor and West Tampa, a vigorous 
campaign is being carried on in an effort to con- 
trol the spread of tuberculosis in that community. 

At Jacksonville, the good work of Dr. Charles 
E. Terry has been recognized, as evidenced by 
his appointment as Editor of the Community 
Health Department of the Delineator magazine. 

At Jacksonville, all incoming trains are being 
inspected and every attempt being made to keep 
the City free of infantile paralysis. 

Dr. A. T. Cuzner, of Gilmore, near Jacksonville, 
suggests that a home for aged physitians be 
founded, and has offered to donate the necessary 
land for this purpose. 

After a tour of inspection by the State Health 
Officer, it was reported that Pass-A-Grille more 
nearly carried out the spirit of the sanitary laws 
than any other locality visited. 

Dr. Ralph N. Greene, Chief Physician to the 
Florida Hospital for the Insane, has resigned to 
accept a commission as Surgeon in the Florida 
National Guard. When the Florida troops are no 
longer needed for service on the Mexican border, 
Dr. Greene will move to Jacksonville to practice 
the specialty of mental and nervous diseases. 

Dr. A. E. Conter, for some years Assistant Phy- 
sician for the Florida Hospital for the Insane, has 
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That typhoid hemorrhage 


might have been prevented 
by the timely use of our 
“Elixir Chloro-Calcium”’ 


You well know that calcium chloride increases the blood’s coagulability ; 
and you have also noted the fact that when given, as ordinarily dispensed, 
it may, and usually does, seriously disturb the patient’s stomach; that’s 


why it is not used oftener that way. 


“Elixir Chloro-Calcium S & D’’—5 gr. of the c. p. salt to the fidrm. — 
never disturbs the patient’s stomach. 


A pithy pamphlet that tells other facts about it awaits your pleasure. 


SHARP & DOHME 


Since 1860 
‘Quality Products’’ 


BALTIMORE, MD. 


TO PHYSICIANS 


FOR CAREFUL AND ACCURATE LABORATORY EXAMINATIONS 
SEND YOUR SPECIMENS TO THE NATIONAL PATHOLOGICAL 
LABORATORY, 18 EAST 4lst STREET, NEW YORK, 
OR 5 SOUTH WABASH AVENUE, CHICAGO. 


All Chemical and Bacteriological Tests 


The Wasserman Test $5.00 
All Serological Tests $5.00 


Autogenous Vaccines $5.00 
Pathological Tissues $5.00 


Send for fee list and booklet on The Newer Blood Tests 


STERILE CONTAINERS WITH COMPLETE INSTRUCTIONS FOR 
COLLECTING ALL SPECIMENS SENT GRATIS UPON REQUEST 


Patronize our advertisers—mention the Journal when you write them 
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(Continued from page 852) 
been appointed to succeed Dr. Ralph N. Green, 
resigned, as head of that institution. 

At Pensacola some citizens are attempting to 
stimulate interest in founding an adequate health 
department for that City. 

At Tampa, an effort is being made to establish 
a general clinic in connection with the tubercu- 
losis clinic recently instituted in that City. 

Dr. Robert Lawson Kennedy has recently moved 
from Havana to Bascom. é 


GEORGIA 

A bill is pending in the Georgia Legislature, 
which, if made into a law, will require two years 
of college work of those who expect to practice 
medicine in that State. 

At Augusta, the health authorities are seeking 
the full co-operation of the public in their anti- 
malarial work. 

At Atlanta, vaccination and other anti-typhoid 
measures are being urged by the authorities. 

At Savannah, Dr. J. D. -Ridlon and Dr. Edward 
Francis, of the United States Marine Hospital, 
have proceeded to New York under orders to as- 
sist in the fight against infantile paralysis. 

Assistant Surgeon W. H. Slaughter, of the U. 
S. Public Health Service, was in Atlanta recently 
on duty in regard to the studies of rural sanita- 
tion. 

The physicians of the fourteen counties in- 
cluded in the Twelfth District Medical Society 
held their annual session at Jay Bird Springs on 
July 19. Officers for the ensuing year are: Pres- 
ident, C. R. Riner; First Vice President, O. E. 
New; Second Vice President, J. K. Maloy. 

At Savannah, the citizens are demanding a 


more rigid enforcement of the anti-weed ordi- 


nance. 

Dr. H. F. Harris, of the State Board of Health, 
is planning to devote his time to the study of 
pellagra, and he expects to go to Italy for that 
purpose. 

The members of the Eleventh District Medical 
Society have entered formal protest against the 
present tendency to give the credit of the dis- 
covery of ether as an anesthetic to W. T. G. Mor- 
ton, of Massachusetts, because ether was first 
used as an anesthetic by Dr. Crawford Long, of 
Georgia. 

At Savannah, the official reports show a marked 
improvement in the general health of the City 
and a great decrease in the death rate. 

Thirteen dairymen in and around Atlanta have 
been arrested charged with selling impure milk. 
Deaths 

Dr. William Lovett, Norman Park, died at his 
home on July 21 at the age of 34 years. 

Dr. Price E. Murray, of Atlanta, aged 63 years, 
died on July 20 at his home in that City. 

Dr. J. $8. Wood, of Irwinton, died on July 20 at 
his home in that City. 

Dr. Jas. G. Griffeth, formerly of Danielsville, 
died in Atlanta on July 29. 

Dr. J. T. Longino, of Fairburn, died on July 19 
from nephritis at the age of 47 years. 

Dr. T. P. Reville died in Folkstown on June 20. 
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He was 56 years of age and a practitioner of 
Charlton County. 


KENTUCKY 

The annual meeting of the Kentucky Medical 
Society has been postponed from September 18 
to October 18 and 20. 

Bids have been let for the erection of the service 
building of the Fayette County Tuberculosis San- 
itarium. 

At Georgetown, on July 28, at a meeting of 
the Board of Health, a general “clean up” order 
was issued to the proper authorities. 

Dr. S. M. Lowry, of Oak Grove, aged 78 years, 
sustained a fractured hip by being jerked down 
by a horse at his home near that place. 

At Louisville, County Health Officer Dr. J. I. 
Whittenburg is making every effort to prevent 
the spread of disease, especially malaria and in- 
fantile paralysis. 

At Winchester, Dr. I. H. Brown, Health Officer, 
has rescinded the order that all schools, parks 
and picture-shows should be closed to children 
under 15 years of age. 

Dr. J. R. Paine, a prominent Christian County 
Physician, suffered a fractured hip when his buggy 
was turned over on July 6. 

Deaths 

Dr. George B. Righter, of Cynthiana, Harrison 
County, died at his home there on July 25. He 
was for many years a resident of Ruddles Mills. 


LOUISIANA 

At New Orleans, the historic French Opera 
House has been given to Tulane University. 

At New Orleans, Dr. C. C. Bass, Professor of 
Experimental Medicine in Tulane Medical School, 
has been called to New York to assist in the fight 
against infantile paralysis. 

At New Orleans, as an evidence of appreciation 
for the 25 years of service of Dr. Arthur Weber 
as Physician to the Fireman’s Charitable and Be- 
nevolent Association, he was recently presented 
a silver service set by its members. 

The new health car of the Louisiana State Board 
of Health, under the direction of Dr. Dowling, is 
fully equipped for doing any bacteriological work 
and is also equipped with a small automobile, 
which is sent out at the different stops to gather 
water and milk for analysis. 

At Bogolusa, the Great Southern Lumber Com- 
pany has transformed an eight-room boarding 
house into a hospital for the study and treatment 
of pellagra. 

At New Orleans, the Negroes are said to be 
actively co-operating with the authorities in their 
crusade against tuberculosis. 

At New Orleans, due to the bad odors caused 
by the By-Products Reclamation Plant, steps have 
been taken by the health authorities looking to- 
ward the closure of that plant. 

At New Orleans, Dr. Otis A. Briggs sustained a 
fracture of the leg recently when his crutch 
slipped and he fell to the sidewalk. 

At New Orleans, all children at the age ret 
garded as susceptible to infantile paralysis, if 
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Straining at Stool 


is minimized, and often overcome, by the judicious use of INTEROL, which 
softens the fecal mass, and lubricates it all along the colon and rectum, past the 
sphincter, without irritating or abrading the mucosa. 


Thus, there is less danger of ulceration; bowel evacuation is facilitated, and 
the patient made happy on this latter account alone,—entirely aside from 
INTEROL’S beneficial relation to the accompanying autotoxemia. 


Also, INTEROL is of great comfort to the patient suffering from hemorrhoids 
or fissures, because it makes the fecal mass soft and plastic, so that it is passed 
with less difficulty and discomfort, and congestion is relieved. For these 
reasons, INTEROL* has been suggested as a prophylactic measure of these 
conditions, both for adults and children. i 


*INTEROL is more than “ordinary mineral oil”: (1) it possesses effective lubricating body 
so that it clings to the fecal mass—INTEROL has efficient ‘‘spread and mix” properties i 
(2) no “lighter” hydrocarbons to disturb the kidneys (3) no sulphur compounds to disturb } 
digestion (4) no odor or flavor, so that the patient can take it and derive its benefit. 


Pint bottles at druggists. *INTEROL booklet on request. 


VAN HORN ano SAWTELL, 15 and 17 East 40th Street, New York City 


So many cases | “Fi or this 
much thanks,’’ 
Pruritus, Chafings, said Hamlet 


So also says the patient who has just 


and Irritations 

| K-Y ANALGESIC 
| you told him to get 

K-Y Lubricating Jelly from his druggist 

FOR THE LITTLE ACHES 


are relieved by applying 


that we feel we owe it to our patrons to 


direct their attention OF EVERY-DAY LIFE,— 
4 of this product as a local application li : 
as well as for surgical lubrication. 
_ No claim is made that K-Y Lubricat- also too much for the patient. In such 
ing Jelly will with efficiency conditions, 
; every case; but you will secure suc 
i excellent results ‘in _the majority of K-Y ANALGESIC 
i instances that we believe you will con- is an agreeably efficient middle course. 
: tinue its use as a matter of course. No grease to soil the linen. Washes off 
NO GREASE TO SOIL THE CLOTHING! | ™ water. 


Collapsible tubes, 50c., druggists. 


Collapsible tubes, 25c. Samples on request. Booklet and sample on request 
VAN HORN anv SAWTELL VAN HORN SAWTELL 
7 15-17 East 40th Street, New York City 15-17 East 40th Street, New York City 
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(Continued from page 28) 
coming from New York, are kept under surveil- 
lance for 14 days. 

Dr. Henry Elfer, of New Orleans, who was 
permanently injured while alighting from a 
Dauphin street car on June 8, is suing the New 
Orleans Railway and Light Company for $20,400. 

At New Orleans, City Health Officer O’Reilly 
has gotten out a circular to educate the people in 
regard to poliomyelitis. 


MARYLAND 


At Baltimore, during the examination held from 
June 20 to 23, there were 64 applicants who re- 
ceived license to practice in the State. 

At Baltimore, the Police Department is co-op- 
erating with the department of public health in 
its endeavor to clean up the City. 

At Baltimore, the Union Protestant Infirmary 
has been granted the right to build a new infirm- 
ary at the corner of Calvert and Thirty-third 
streets. 

At Baltimore, it is reported that Dr. William 
C. Gorgas will be accompanied on his expedition 
against yellow fever in South America by Dr. H. 
R. Carter, Superintendent of the United States 
Marine Hospital in that City. 

Dr. N. M. Keith, of Baltimore, is serving with 
the Harvard unit in France. He was formerly a 
member of the Brady Urological staff at Johns 
Hopkins Hospital. 

At Baltimore, the Baltimore Roentgenological 
Society held its first annual dinner at the Coun- 
try Club on June 23. 

An automobile educational campaign is being 
carried out through the State this Summer by 
the Maryland Tuberculosis Association. 

Due to the fact that during the following year 
Dr. Howard A. Kelly will devote all of his time 
to research work on radium, he has severed his 
connection with the Johns Hopkins Hospital and 
his classes will be instructed by Dr. Thomas S. 
Cullen. 

Deaths 

Dr. William Simon, of Baltimore, an eminent 
chemist, died at his cottage at Eaglemere, Pa., 
on July 20. 

Dr. Jacob H. Hartman, an eye, ear, nose and 
throat specialist of Baltimore, died at the Mercy 
Hospital on July 28 at the age of 68 years. 

Dr. John E. Page, Surgeon of the United States 
Navy (retired), died May 28. He was 49 years 
old. 

Dr. George H. Carpenter, age 73 years, died at 
Cumberland on May 24. 

Dr. John F. Hanifin, age 30 years, died on May 
7 at Saranac Lake, N. Y 


MISSISSIPPI 

According to the June report of the Department 
of Public Health, there is a great increase over 
last year in the cases of typhoid and malaria, 
but a decided decrease is shown in tuberculosis 
and pellagra. 

At Yazoo City, according to a ruling of the 
City Council, physicians can be arrested for 


speeding even when going to the relief of a very 
sick patient. 

At Monticello, Dr. J. P. Conn has been appointed 
a member of the Board of Trustees of the State 
Charity Hospital. 

It has been ruled in a recent case that the 
Board of Health has not the power to remove a 
health officer unless he has been indicted and 
convicted of an offense. 

At Meridian, Mr. A. J. Lyon is having plans 
drawn for the erection of a new unit for the tu- 
berculosis hospital. 


Deaths 


Dr. Robert Benjamin Chisholm, of Summit, died 
on July 16 at the age of 63 years. 


MISSOURI 


Among the members of the Executive Commit- 
tee appointed to draft a workmen’s compensation 
law for Missouri is Dr. R. M. Funkhouser, of St. 
Louis, who will represent the State Medical As- 
sociation. 

At St. Louis, a very propitious start has been 
made toward the collection of the $500,000 re 
quired to make the Washington University the 
recipient of a million dollar donation by the 
Rockefeller Foundation by the subscribing of 
$166,000 each by Mr. Edward Mallinkrodt and Mr. 
John T. Milliken. 

At St. Louis examinations for license to prac- 
tice in the State were held at Washington Uni- 
versity on June 12-14. 

At St. Louis, on June 8, an addition to the 
library and a portrait of Dr. Jesse S. Meyer were 
presented by his friends to the St. Louis Uni- 


versity Medical School as a memorial of his grad-- 
-uation from that institution twenty years ago. 


At Kirksville, Dr. A. L. Canbrie, of Atlanta, 
presided over the North Missouri Medical Asso- 
ciation in its annual meeting on June 14. 

Dr. Fred T. Murphy, for some months connected 
with the American Ambulance in France, has re- 
turned to St. Louis, where he is Professor of Sur- 
gery at Washington University. 

Deaths 

Dr. Thomas Irwin, Moberly, died at his home 
in that City on July 5 at the age of 68 years. He 
was Consulting Surgeon to the Wabash System 
and Local Surgeon to the Missouri, Kansas and 
Texas Railway. 

Dr. Charles Hamilton Hughes, St. Louis, aged 
77, President of the Medical College faculties in 
St. Louis and Professor of Nervous and Mental 
Diseases, died on July 13. 

Dr. H. J. Rowe died at his home in Willow 
Springs on June 17 at 56 years of age. 

Dr. William H. Gibbins, age 65, died at Clinton 
on May 8. 

Dr. Berton H. Wheeler, of Kansas City, died at 
his home in that City at the age of 44. 

Dr. Joseph G. Scott, age 79, died at the home 
of his son in Princeton on June 24. 

Dr. Sovereign G. Popplewell, of Milo, died at 
the home of his son in Sheldon on July 5. He 
was a sufferer from carcinoma of the stomach. 
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Cooking and Chemistry 


The ingredients used in compounding your 
prescriptions must be pure beyond suspi- 
cion. What about the ingredients used in 
the preparation of your patient’s food? 


Is the cook careful in the choice of leaven- 
ing agents? 


ROYAL 


BAKING POWDER 


Made from Cream of Tartar 


has been shown by numerous tests by 
government and other chemists to be of 
the highest efficiency and purity. No 
other baking powder has received such 
general and strong commendation. 


By. its uniformity of action and its high 
leavening power, Royal Baking Powder 
makes breadstuffs palatable, wholesome 


and digestible. 
Royal Baking Powder Contains No Alum 
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(Continued from page 30) 
NORTH CAROLINA 

There were nineteen physicians enrolled for the 
post-graduate course offered by the Extension Bu- 
reau of the University of North Carolina. 

Notices are being served all the delinquent 
physicians demanding that all cases of tubercu- 
losis be reported to the Bureau of Tuberculosis 
of the State Board of Health within ten days 
after the discovery of the disease. 

The school authorities of the State are very 
active in their efforts to secure legislation pro- 
viding for the medical inspection of pupils in the 
rural schools. 

Deaths 

Dr. R. A. Whitaker died of cerebral hemorrhage 
at his home in Kinston on July 18 at the age of 
59 years. 


OKLAHOMA 


At Pawnee, Dr. J. L. Lehew was painfully in- 
jured and his car badly damaged when he drove 
over an embankment recently. Dr. Lehew, worn 
out with the pressure of work, went to sleep while 
driving the car and woke to find himself in a 
smash-up. 

In Oklahoma physicians to the number of 4,900 
paid the revenue taxes for their right to prac- 
tice medicine. 

The Southwestern Medical Association was in 
session at Lawton on July 11. 

According to a recent ruling of the Attorney 
General, all Chiropractitioners in the State will 
have to submit to the examinations given by the 
State Board of Health. 

Deaths 

Dr. R. W. Murray, of Welling, died on June 6. 

Dr. J. A. Root died recently at his home in 
Granger. 

Dr. Jim Nichols died at his home at Bangs re- 
cently from an attack of typhoid. 

Dr. Pink Montgomery, of Whitewright, was 
killed recently when his automobile was struck 
by a freight train. 

Dr. M. L. White, of Austin, was found dead at 
his camp, Deep Eddy, on June 2. 


SOUTH CAROLINA 


In the work of exterminating typhoid fever 
and other preventative diseases in the mill vil- 
lages of the State, the Government authorities 
have met with the hearty co-operation of the mill 
owners and employees. 

Capt. Allen J. Jervey, of the Medical Corps of 
the National Guard, has been promoted to the 
rank of Major. 

The United States Public Health Service is to 
make a last inspection of the Greenville section, 
and their report upon the percentage of improve- 
ment wrought by their work will be ready by Oc- 
tober 1. 

South Carolina set aside the week beginning 
August 1 as tuberculosis week, and a determined 
effort was inaugurated to prevent the spread of 
this disease in the State. 
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Deaths 
Dr. Thomas W. Reynolds, of Charleston, died at 
his home early in July. 


TENNESSEE 


At Mount Pisgah, on July 29, the Giles County 
Medical Society was given a barbecue by Drs. A. 
J. and C. W. Lancaster. The regular monthly 
meeting of the Society was held under the trees 
on, the lawn at the home of Dr. A. J. Lancaster. 
Dr. J. B. Wright, of Lynnville, read a paper enti- 
tled “Bacillary Dysentery.” Dr. John S. Harris, 
of Minor Hill, presented two cases of pellagra. 
During the afternoon session addresses were de- 
livered by Dr. W. D. Haggard, of Nashville, on 
“Cancer” and by Dr. Seale Harris, of Birming- 
ham, Ala., on “Ulcer of the Stomach.” 

At Chattanooga, in order properly to protect 
the City against malaria and other infections, 
Commissioner H. D. Huffaker is proposing an act 
to be placed before the next Legislature whereby 
permission may be granted for cutting weeds and 
grass on non-resident premises. 

There were a number of cases of typhoid fever 
reported in Davidson County and the water of 
Silver Springs, in Winston County, is under sus- 
picion as a causal factor. 

It is reported that the United States Public 
Health Service officials are meeting with com- 
mendable success in their efforts to promote rural 
sanitation in Obion County. 

Dr. E. W. Mitchell has been appointed to suc- 
ceed Dr. L. E. Ragsdale as Superintendent of the 
Eastern Hospital for the Insane. 

At Memphis, infected milk has been given as 
the cause of the epidemic of typhoid fever there, 
which showed a morbidity of 209 cases in July. 

Dr. J. W. Jobling, of Vanderbilt University, 
Nashville, is a member of the board working in 
New York for the purpose of determining the 
communicability and virulence of infantile pa- 
ralysis. 

Deaths 

Dr. J. H. Lackey, a native of Kentucky, but 
since 1912 a citizen of Nashville, died suddenly 
at his home on July 29. 

Dr. H. Z. Landis, of Memphis, died at his home 
in that City at the age of 64 years on July 28. 

Dr. A. M. West, age 67 years, died at = home 
in Memphis on July 29. 


TEXAS 

At Houston, the following officers were chosen 
to head the State Medical Association for the 
ensuing year: Dr. E. H. Cary, of Dallas, for Pres- 
ident; for Vice President, Dr. R. Y. Lacy, of 
Pittsburg; Second Vice President, Dr. Charles R. 
Johnson, Gainesville; Third Vice President, Dr. 
W. L. Brown, of El Paso; Dr. Holman Taylor was 
chosen to serve as Secretarv for the third time; 
Dr. W. L. Allison, of Fort Worth, was re-elected 
Treasurer. The 1917 convention is to be held at 
Dallas. 

Urgent measures are being employed to check 
the spread of anthrax among the cattle in the 
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tHe STORM BINDER ano 
ABDOMINAL SUPPORTER 


(PATENTED) 


No Leather, No Whaleb 


No Ruhk 
Washable as Underwear 


Adapted te use of Men, Women, Children and Babies 
For Hernia, Relaxed Sacroiliac Articulations, Float- 
ing Kidney, Low and High Operations, Ptosis 
Pregnancy, Pertussis, Obesity Etc. 

Send for new folder and testi ials of physici 
mail orders filled at Philadelphia only--within 
twenty-four hours 


Katherine L. Storm, M. D. 


a, 


1541 Diamond Street 
PHILADELPHIA 


Hay Fever 


LOGICALLY TREATED 


WITH 


SHERMAN’S 
BACTERINS 


Pollen irritation favors the development 
of pyogenic bacteria in the respiratory tract 
which then become a primary factor of the 
disease. Experience shows that the immun- 
izing influence of an appropriate bacterin 
will either cure the disease or so modify it 
that it causes but little distress. 


WRITE FOR LITERATURE 


G. H. SHERMAN, M.D. 
DETROIT, MICHIGAN 


Bran Food 


Can You Tell Us How 
To Make It Better? 


Can you tell us how to make abran 
food better than Pettijohn’s of today? 


Here is a breakfast dainty— 
whole grains of soft wheat flaked. 


Everybody likes it. Folks gladly 
eat it daily, 


These flakes hide 25 per cent of 
bran. It is unground bran—flake 
bran—the sort that is efficient. 


Is there any way to make a bran 
food more ideal than this? If not, 


please mention Pettijohn’s. 


Pettijohns 


This is soft, favory wheat rolled into 
luscious flakes, hiding 25 per cent of 
unground bran. Can be cooked in 20 
minutes. 15c per package. 


Pettijohn’s Flour is another bran 
product. It is 75 per cent fine patent 
flour mixed with bran flakes — 25 per 
cent. To be used like Graham flour 


in any recipe. 25c per large package. 


} The Quaker Oats @mpany 


Chicago (1413) 
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(Continued from page 32) 
counties of the State where the disease has ap- 
peared. 

At Fort Worth, the local Board of Health is 
working for the passage of an ordinance requir- 
ing that all garbage cans shall be covered. 

The Panhandle Medical Association, which has 
recently been in session in Wichita Falls, will 
hold the next convention in Amaillo. 

Dr. John Rodman, of Dallas, a native Ken- 
tuckian but for thirty-four years a well known 
physician of Texas, died at his home in Dallas 
on July 28 at the age of 68 years. 

Dr. Charles F. Braden, of El Paso, died in a 
local hospital July 6. 

Dr. Samuel F. Vaughan died at his home in 
Jonesville on July 7. 

Dr. John J. Arnold died on July 19 in his home 
in that City at the age of 43 years. 


VIRGINIA 


At Staunton at a recent meeting of the Augusta 
County Medical Association, the resolution was 
passed whereby the families of members of the 
National Guard shall receive free medical atten- 
tion during the time the guardsmen are in the 
service. 

At Radford, on June 28 and 29, the Southwest- 
ern Virginia Medical Association was in session. 

Dr. Ennion G. Williams, on July 1, received the 
reappointment to the position of State Health 
Commissioner. 

At Suffolk, the Southside Virginia Medical As- 
sociation was convened July 13 by its President, 
Dr. H. A. Burke, Petersburg. 

At a recent meeting of the Virginia State Board 
of Examiners, 87 physicians were granted licenses 
to practice in the State. 

The vacancy caused on the Board of Health 
by the death of Dr. O. C. Wright, of Jarratt, 
was recently filled by the appointment of Dr. W. 
F. Drewry, of the Central State Hospital, Peters- 
burg. 

At Richmond, the Board of Aldermen recently 
appropriated the amount of $1,998, which is to be 
used by the Health Commissioners in the effort 
to prevent the spread of infantile paralysis in 
the State. 

Norfolk County has Dr. Sherwood Dix as its 
full-time Health Commissioner. 

The American School Hygiene Association has 
selected Dr. N. Thomas Ennet, Medical Director 
of the Richmond public schools, as Chairman of 
the Section on Mental Hygiene. 

An order has recently been issued by the 
Health Department for an improvement of the 
sanitary conditions around Shochoe Creek. The 
order is to fill up the lots to street level. 

At Richmond, there has been a widespread epi- 
demic of- pertussis. 

Dr. N. H. Henderson, of Newport News, was 
painfully injured when his automobile overturned 
near Richmond recently. 

Deaths 

Dr. J. F. Crane died at his home in Richmond 
on July 11. He was 69 years old and had held the 
position of City Physician of Richmond for years. 


Dr. Herman G. Tarter died at his former home 
in Wytheville July 15. He was 31 years old and 
a citizen of Chilhowie. 


WEST VIRGINIA 

At Charleston there were assembled, recently 
health officers from 38 counties to attend a meet- 
ing of the State Health Council. A number of 
interesting papers were read. 

At Clarksburg, recently, 49 applicants were ex- 
amined for certificate of qualification to practice 
medicine in the State. 

The sanitary engineers of the State have just 
completed a survey of a number of counties and 
have handed down recommendations for the im- 
provement of the sanitary conditions in several 
instances. 

At Charleston, Dr. J. N. Simpson, Dean of the 
University College of Medicine, was made Director 
of the State Chemical Laboratory, and A. G. Cook, 
of Morgantown, has been appointed State Chemist 
and Assistant Bacteriologist. 

The recent report of the Charlestown Board 
of Health indicates that the City health is un- 
usually good, there being only 23 cases of infec- 
tious disease reported during the past month. 

Deaths 

Dr. Wm. R. Hudson, a recent graduate of the 
Medical Department of Johns Hopkins University, 
while swimming in the Shennandoah River, was 
drowned in an effort to save two other drowning 
persons. His home was at Huntington. 

Dr. C. J. French, of Huntington, died in Kenova 
in June. 

Dr. B. H. Stillyard died at his heme in Wheel- 
ing on July 17. He was 69 years old and had 


practiced medicine for 42 years. 


CLASSIFIED ADVERTISEMENTS 


On account of poor health will sell residence 
and office equipment to good doctor and intro- 
duce him. Liberal terms, or will exchange for 
small drug store in a good Florida city or town. 
Address, Box 263, Wauchula, Florida. 


Good location available for man qualified to do 
some eye, ear, nose and throat, and surgery along 
with general practice. Established practice of 14 
years. Office equipment and small hospital. Ala- 
bama town of 1500. Address PIH, care Journal. 


The King’s Daughters Hospital Training School 
for Nurses offers a three years course of instruc- 
tion to healthy young women of education and 
refinement. Age 19 to 33. For information ad- 
dress: Superintendent, King’s Daughters Hos- 
pital, Greenville, Miss. 


Medical magazines—back copies for sale at rea- 
sonable rates. Send us list of Journals you need 
to complete your files. We can supply complete 
sets, domestic and foreign. B. Login & Son, 152 
East 23d St., New York, N. Y. 
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Your 
Convalescent 
Patient 


will find the most ideal conditions for their 
rapid recovery at Grove Park Inn, in the 
mountains of North Carolina, 2,400 feet 
altitude. The cleanest and most sani- 
tary hotel in the world. Every dish boil- 
ed first in soap suds, then in boiling run- 
ning water, and sterilized with heat when 
dry. Even the silverware is boiled and 
sterilized. Normal foods, scientifically 
prepared, making the food as digestible 
as dietetic foods usually are. Tubercular 
persons not received under any circum- 
stances. 

The Inn is one and a half miles from 
the centre of Asheville, a city of 32,000. 
Eminent physicians and surgeons within 
call. Hydrotherapeutic treatment and 
massage. Milk and cream from Biltmore 
dairies; water from Mount Mitchell. 
Summer climate most agreeable and ex- 
hilarating. Altitude makes it cool. Blank- 
ets at night. Mosquitos unknown. For 
photographs and full information, call at 
the office of the Southern Railway. 


GROVE PARK INN 


Sunset Mountain 
ASHEVILLE, NORTH CAROLINA. 


Starved Grains 


Queen Grains 


That Extra 


Flavor 


In Quaker Oats is nothing arti- 
ficial. It comes from flaking just 
the big, plump grains. 


A bushel of choice oats yields 
but ten pounds of grains that are 
fit for Quaker. 


Puny, starved oats are insipid. 
They are good for horses, but not 
for humans. So we sift them out. 


Thus we get oat flakes which are 
large, white and luscious. And a 
flavor that delights. 


Quaker 
Oats 


Queen Grains Only 


In every country Quaker Oats 
has become the leading brand. 
That is true even in the very homes 
of Scotch and Irish oats. It is true 
in a hundred nations. And all be- 
cause of this flavor. 


Regular Package 10c 
Except in Far West and South 


The Quaker ‘Oats @mpany 


(1385) 
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Mellin’s F ood is successfully used 
in 
Summer Diarrhea for it furnishes 


immediately available nutrition well suited 


to spare the body-protein. 

to prevent a rapid loss of weight. 

to resist the activity of putrefactive bacteria. 

to favor a retention of fluids and salts in the 
body tissues. 

MELLIN’S FOOD COMPANY, BOSTON, MASS. 


MERCK & CO., New York, Rahway, St. Louis 


SOLE DISTRIBUTORS FOR THE UNITED STATES OF 


(PURE CHLORIDE OF ETHYL) 


FRIES BROS., Manufacturers, 92 Reade Street, New York 


Best Local Anaesthetic 


Also an Adjuvant to Ether in 


General Anaesthesia 
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MEDICATION FOR HYPODERMIC TREATMENT 


Sterile, Accurate, Efficient. In Hypule form 
Sodium Cacodylate, Mercury Biniodide, Mercury Salicylate, Iron Citrate, Iron Citrate and Sodium Arsenate, 
Emetine Hydrochloride, Fisher's Solution (concentrated), Gray Oil, Novocain and 80 other formulae. 

These hypules not only insure full potency and exact dosage of the drug to be ad- 
ministered, but they afford the physician an aseptic, and readily assimilated solution or 
suspension. For treatment in serious and malignant diseases, hypodermic medication is 
far superior to the indirect methods of absorption through the alimentary tract. The 
use of HEISTER’S HYPULES places this form of medication on a scientific basis, reliev- 4 
ing the practitioner of all anxiety as to the quantity or character of the hypodermic in- | 
jection which he administers. 


Heister’s FROM THE Heister’s 

Hypules LABORATORY OF L 0 U | N) H EISTER Hypules 
Manufacturers of. Physician’s Pharmaceutical Specialties in Hypule Form. 

List on Application CINCINNATI, OHIO, U. S. A. 


Electr 1c Centrifuges | CHICKASHA, OKLAHOMA 
|| Clinical Examinations of All Kinds 
Send for Cat Ca, | | of 
Correspondence Solicited 
INTERNATIONAL INSTRUMENT CO. A. B. LEEDS, M.D., Director 
Cambridge - Mass. 


Bureau of Chemistry, U. S. Department of Agriculture. 


“The spurious aspirin is a mixture of either calcium phosphate and starch, cream of tartar and citric 
acid with some alum; or milk sugar, starch and calcium acid phosphate.”—(From N. Y. Department of Health 
“Weekly Bulletin”, Nov. 6, 1915) 


By Specifying 


The trade-mark 
‘Aspirin’? (Reg. 
U.S. Pat. Office) 
= is a guarantee 
that the monoa- 


ceticacidester of 
salicylic acid in 
these tablets is 
of the reliable 
Bayer manu- 
facture. 


Aspirin 


You Avoid Counterfeits and Substitutes 


Be Sure of Your Aspirin 


“Recent seizures in various cities of the country of numerous quantities of spurious aspirin make it 
important that the druggist should assure himself in all cases of the :eliability of the source of his supply.” —Pacific 
Drug Review, Feb., 1916. 
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Look for the RED HEART on the bottle label—no RED HEART, it’s not Stafford. 


STAFFORD WATER 


The BO-GA-HA-MA (Water of Life) of the Indians 
DIURETIC 
DILUENT 
APERIENT 
HEMATIC 


Dr. Henry Froehling, of Froehling & Robertson, Chemists, Richmond, Va., on 

October 30, 1914, collected in person water from Stafford Springs from which to 

make an exhaustive test. A complete report has just been made on the water—a 

report that justifies all the claims made of Stafford Water by its many friends. 
Dr. Froehling in his report comments as follows: 

“It has been shown that Radio Emmanations are very effective in Gout, Rheumatism, 
Sclerosis of the Arteries, and that the use of Radio Active water either by drinking or 
bathing, have a strong tendency to increase the activity of the kidneys and bladder. 
This has perhaps been no uncertain factor in producing the many cures of Nephritis 
and other kidney .troubles credited to the Stafford Mineral Water. 

Stafford shipped In any quantity—handled by all druggists. 
We have excellent hotel accommodations at reasonable rates. 
STAFFORD MINERAL SPRINGS AND HOTEL CO., LTD. 


Operated by COLBURN, MORGAN COMPANY, 
VOSSBURG, MISS. 


Look for the RED HEART for genuine Stafford Water. Write for booklet and analysis 
50% Better 
Prevention Defense ! THE MOUNTAIN PARK HOTEL 
and 
Indemnity 
1. All claims or suits for alleged civil malprac- 
tice, error or mistake, for which our contract HOT MINERAL SPRINGS BATHS 
holder, 
2. Or his estate is sued, whether the act or At Hot Springs, N.C. 
omission was his own, sie 
3. — 7 “In accessibility of location; in absolute freedom 
4. All such claims arising in suits involving the from dampness and fogs: in the perfect purity of 
collection of professional fees, its health-giving atmosphere, and the beauty and 
5. All claims arising in autopsies, inquests and grandeur of its surroundings, the North Carolina 
in the prescribing and handling of drugs and Hot Springs stand pre-eminent among health and 
medicines. pleasure resorts of America.” 
6. Defense through the court of last resort and Golf—Tennis—Open Swimming Pool—Mountain 
until all legal remedies are exhausted Trails—Horseback Riding. 
7. Without limit as to amount expended. The waters of these springs have been found to 
8. You have a voice in the selection of local be highly beneficial in the cure of rheumatism, gout, 
counsel. rheumatic gout, kidney trouble, and all kindred 
9. specified, in ad- ailments. Testimonials on application. 
on to the ed defense. 
10. The only contract containing all the above UNDER ENTIRE NBW MANAGEMENT. 
features and which is protection per se. For information and reservations write or wire 
A sample upon request. FRED J. FULLER, Manager 
The MEDICAL PROTECTIVE CO. Mountain Park Hotel, Hot Springs, N. C. 


of FT. WAYNE, IND. 
Professional Protection Exclusively 
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uice 


Grape 


A natural tonic Gas 
gratefully received 
by the convales-— 


cent and shut-in. 


We will be glad to send our 
booklet “The Food Value 
of the Grape.” Send 25c 


for sample pint bottle. 


‘The Welch Grape Juice Company, Westfield, NY 
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WE HAVE A LIMITED SUPPLY — 


SALVARSAN and NEOSALVARSAN 


ALL SIZES 


We are offering these to the physicians 


If you wish to secure some of these articles write at once to 


ALABAMA 


MOBILE 


HOTEL CUMBERLAND 


S. W. CORNER BROADWAY AT 54TH STREET, NEW YORK 


Near 50th Street Subway and 53d Street Elevated, and accessible to all surface lines 
Official Hotel American Automobile Association 

To physicians and their families the Hotel Cum- 
berland offers superior accommodations and serv- 
ice at reasonable rates. 

The location is exceptionally convenient and ac- 
cessible, affording quick access to the leading hos- 
pitals, medical schools and clinics, as well as to the 
principal theatres, stores, depots and parks. 

Rooms with adjoining Bath—$1.50 and up. 

Rooms with Private Bath—$2.00 and up. 

A hygienic hotel—no dust-trap carpets, but ori- 
ental rugs in all rooms and corridors. Only New 
York Hotel with window screens throughout. 

SEND FOR ILLUSTRATED BOOKLET 


HOTEL CUMBERLAND 


Under management of HARRY P. STIMSON 
NEW YORK 
NEAREST LARGE HOTEL TO NEW YORK POLYCLINIC 
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Adrenalin, is the chief teliance of a ‘host of Physicians. 


well it justifies their. confidence., |. 
Adrenalin. effectually : controls: the nasal’ 
short the violent sneezing paroxysms..- It'aborts the antioying 
lacrimation. Nasal obstruction disappears under. its use. “Nate 


"Administer full ‘strength, or ‘dilute’ with three to four’ ‘times its. 
volume’ of olive oil, ‘spraying into the’ nares and pharynx. 


4 


a ‘fine: spray and suited: to oils of all well as. 
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